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GROUP WORK AS A PHASE OF PROGRESS 


You have invited me to speak to you upon 
some phase of the progress of clinical medicine. 
Present day workers in this subject, impressed 
by the rapidity of change in the conditions under 
which they work and by the breakneck speed 
with which advances have lately been made, find 
it hard to believe that the idea of human progress 
could be challenged or that the very idea itself 
is of recent date. Professor Bury has, however, 
in a contemporary volume’ shown very clearly 
that it was not until the seventies and eighties of 
the last century that the idea of Progress became 
at all general as an article of faith among edu- 
cated people, some holding it “in the fatalistic 
form that humanity moves in a desirable direc- 
tion, whatever men do or may leave undone,” 
others believing “that the future will depend 
largely on our own conscious efforts, but that 
there is nothing in the nature of things to dis- 
appoint the prospect of steady and indefinite 
advance.” The idea of Progress developed but 
slowly. It could scarcely be cherished when men 
entertained the older schemes of the universe in 
which life on this earth was disparaged or when, 
even among the most intelligent investigators, 
there was no recognition of the immutability of 
the laws of nature. It was only through the de- 
velopment of modern science, the slow growth of 
rationalism, and the unceasing struggle for poli- 
tical and religious liberty that the idea of 
Progress, the conception of the perfectibility of 
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human society, and the hope that this earth, 
itself, may become “a place fit for reasonable 
beings to live in,” could emerge and gain general 
acceptance. Since 1914, events of tragic memory 
have given to the holders of this conception, 
and of this hope, the rudest of shocks. It is 
but little wonder that some, in despair, should 
have reverted to the pessimistic theories of Re- 
gress and, like Rousseau, have challenged all 
optimistic and melioristic theories of civiliza- 
tion, or should have gone even further and de- 
clared that “civilization is the causa malorum.” 
One of my friends, however, who maintained his 
hopefulness through those dreadful years of the 
war, has made the cheerful comment: “In future 
times, our period will be less remembered as 
that of a “Great War” than as that of the age 
of the theory of relativity as expounded by the 
great Swiss physicist and mathematician, FEin- 
stein,”* and this may prove to be true. Despite 
calamities, the human intellect goes on, with its 
task of enlarging knowledge and of improving 
the conditions of individual and social life. 
Medicine, as a science and as an art, has both 
benefited from and contributed to the prevalence 
of the idea of Progress. Since 1870, the growth 
of the medical sciences, preclinical and clinical, 
has been unprecedented. Thanks to an ever- 
increasing substructure in the sciences of physics, 
chemistry, biology, psychology and sociology and 
to the adoption in the study of disease of the 
methods and the principles of these sciences, the 
pure science of medicine has been built up into a 
great structure, the constituent facts and laws of 
which are constantly being utilized by workers 
in applied medical science to the improvement of 
the medical art. We observe a chain, each link of 
which is essential. Without the idea of 
Progress there could be but little incentive 
to investigate the laws of nature; without 
the natural sciences, the pure science of 
2. Harrow, B.: From Newton to Einstein: Changing Con- 
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medicine would lack a solid basis; without 
a pure science of medicine, the applied sciences 
of diagnosis and therapy would continue 
floundering in the bogs of empiricism ; and with- 
out the persistent efforts of enthusiastic appli- 
cators of the truths of pure medical science, 
practitioners of the medical art could make but 
little improvement. For the welfare of human 
society it is desirable that all of the several links 
in this chain shall maintain equal strength. And 
this equivalence of strength can be kept up only 
if the supply of forgers for each link be steadily 
recruited and the workers feel, and live up to. 
their responsibilities. 

Among the newer mechanisms devised by 
students of the applied science of medicine, none 
is at the moment more interesting, perhaps, 
than group diagnosis and group therapy. It is 
upon this method of organizing clinical work and 
upon the technique of its execution that I am to 
speak to you today. The products of applied 
science are often, at first, but clumsy contri- 
vances, which it is the province of those who 
work with them gradually to improve upon. This 
is certainly true of the machinery thus far de- 
vised for diagnosis and therapy by groups. It is 
to be expected, however, that the awkwardness, 
dangers and difficulties of the instruments now 
in use will in time, like those of primitive auto- 
mobiles, aeroplanes, and associations of nations, 
give place through unremitting thought and dili- 
gent practice to less bunglesome devices that 
will be better adapted to the performance of the 
required tasks. If my brief presentation of 
the subject to you, today, should in any way 
contribute to this end, I shall feel well repaid. 
The topic is one in which IT am personally much 
interested and I am glad to have the opportunity 
of discussing it at this meeting of the medical 
practitioners of three of the greatest states of 
the Union. The subject chosen is much too large 
te be dealt with in a short time in all its in- 
tricacies and details. With your permission, I 
shall limit my remarks to a brief statement of 
what group diagnosis and therapy mean, to some 
comments upon the changed conditions of medi- 
cine that have made them advisable, to a discus- 
sion of the principles that underlie them and the 
methods of organization that have thus far 
heen introduced for utilizing them, and to some 
remarks upon the functions of group work, and 
upon the difficulties and dangers that confront 
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it. Despite the objections that may be urged 
against it, group work in diagnosis and therapy 
would seem to have come to stay, for it is, | 
believe, in line with our general ideas of progress. 


DEFINITION OF GROUP DIAGNOSIS AND GROUP 
THERAPY 

Succinetly stated, group diagnosis and group 
therapy mean the systematic application of the 
principle of division of labor among medical prac- 
titioners of different functions, 1. to the general 
diagnostic survey of patients, 2. to the treatment 
of any maladies from which they may suffer, and 
3. to the ordering of the physical, mental and 
social activities of these patients to the best in- 
terests of themselves and of the society in which 
they live. 

An efficient diagnostic and therapeutic group, 
considered as a whole, thus becomes a kind of 
glorified general practitioner. For, on the diag- 
nostic side, the group yields to the patient the 
advantages derivable both from thorough analysis 
and adequate synthesis; skilful specialists 
analyze the conditions existent in particular do- 
mains (circulatory, respiratory, hematopoietic, 
digestive, urogenital, locomotor, neuropsychiatric, 
metabolic and endocrine) using any of the 
methods (physical, chemical, biological, psychi- 
cal) that can be of help in the accumulation of 
data, and afterwards, integrators, made com- 
petent by training and- experience, synthesize the 
findings into a well-proportioned view of the pa- 
tient’s total physical, mental and social status; 
and, on the therapeutic side, through a similar 
delegation of agencies, the patient is assured of 
the expert application of any remedial measures 
(general or special surgery, dentistry, nursing, 
dietotherapy, pharmacotherapy, immunotherapy, 
mechanotherapy, hydrotherapy, climatotherapv, 
electrotherapy, radiotherapy, psychotherapy or 
occupational therapy) that a comprehensive plan 
of treatment, based upon the general diagnostic 
survey, may call for. The group acts as a unit 
doing what a single general practitioner could 
do if he possessed all the knowledge and all the 
skill of each of the group components and could 
multiply his available time and energy to apply 
them. 


EMERGENCE OF THE GROUP IDEA IN DIAGNOSIS AND 
THERAPY 


The idea of diagnosis and therapy by means of 
organized groups has developed gradually as a 
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necessary response to the changing conditions of 
knowledge, technique and civilization. One has 
only to look back to the state of science, of medi- 
cine, and of society in the middle of the last cen- 
tury and to contrast it with that of our time to 
hecome conscious of the amazing changes that 
lave taken place. The observational has been 
happily supplemented by the experimental 
method. Rough and ready approximation has 
vielded ever more to precision of measurement. 
‘The natural sciences have undergone an astonish- 
ing development. Physics, chemistry, biology, 
psychology and sociology have blossomed and 
jorne fruit. Matter and energy have become 
etter understood and man, busily engaged in 
~ubjecting them to his control, has brought about 
on industrial revolution. 

Medicine, in line with the general advance and 
.eking better foundations for clinical work, has 
created, in addition to the older anatomy, 
:hysiology and pathology, a whole series of pre- 
clinieal sciences (embryology and _histogenesis, 
jathological physiology, biological chemistry, 
»harmacology, bacteriology, immunology, and 
psychopathology). Through these, the pure 
«cience of medicine has accumulated a vast store 


of facts and has established an important body of 


prineiples. The rise of specialism in medicine 
and surgery has resulted from the efforts of 
clinicians to apply our newer knowledge and our 
modern technique to the diagnosis and treatment 
of disease. Clinical laboratories have been or- 
vanized in which the fluids and excreta of the 
diseased body (blood, sputum, stomach juice, 
‘uodenal contents, urine, feces, cerebrospinal 
fluid, pathological exudates) can be examined by 
pliysieal, chemical and _ biological methods. 
Medical and surgical specialists have devised, in 
zreat variety, instruments suited to the exami- 
nation of special domains. The cleverly contrived 
investigative armamentaria of the ophthalmolc- 
gist, the aurist, the rhinolaryngologist, the hema- 
‘ologist, the cardiologist, the gastrologist, the 
deutist, the urologist, the gynecologist, the or- 
thopedist, the neuropsychiatrist, the clinical bac- 
ivriologist, the clinical chemist and the roent- 
cenologist have become so elaborate that special 
hnowledge and special skill are requisite for their 
expert application in practice. No single per- 
‘on can, any longer, hope to attain to equal ski'l 
in the use of all the many instruments and 
procedures of diagnosis. And the same may be 
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said of the complexity of modern therapeutic 
technique. No general practitioner, no general 
surgeon, no general internist can any longer, un- 
aided, give to patients the benefits that they can. 
in the more obscure cases, derive, and have the 
right to expect, from his efforts when combined 
with the properly co-ordinated (and subordi- 
nated) activities of a group of adequately trained 
medical and surgical specialists. 

The medical profession and the laity, more or 
less conscious of the markedly altered cireum- 
stances, have been making their respective adap- 
tations to these rapid transformations of knowl- 
edge and technique. 

The representatives of medicine have responded 
in various ways. Far-seeing medical men have 
persuaded philanthropists to endow medical 
teaching, research and custody. Medical educa- 
tion has been compelled to undergo an enormous 
and very costly expansion in order to keep pace 
with progress. The medical schools with their 
teaching laboratories and hospitals are being 
placed upon a university basis better to supply 
general instruction for students in the preclinical 
and the clinical sciences. Postgraduate schools 
are being equipped for continuation studies in 
medicine and for the training of specialists. 
Great research institutions are being developed 
for the solution of special problems in medicine 
by original investigators. Private hospitals and 
sanatoria are undergoing multiplication in order 
that patients may conveniently secure the be 
diagnostic and therapeutic services of physicians, 
surgeons, and nurses under a single roof, relieve: 
from the embarrassment and lower efficiency of 
domiciliary care. And general practitioners, 
medical and surgical specialists, and diagnostic 
and therapeutic integrators are discovering the 
advantages of cooperation as contrasted with iso- 
lation and competition and are forming groups of 
various sorts by which medical practice is con- 
ducted to their own greater satisfaction and to 
the increased benefit of their patients. 

These radical changes in medical instruction, 
research and practice have been accompanied, in- 
deed in no small measure caused by, a change 
in the attitude of the more intelligent of the 
laity. The educated layman could not long 
remain ignorant of the advances in general and 
medical science, of the importance of differentia- 
tion of function and of division of labor in all 
vocations, or of the superior results that are ob- 
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tainable in the solution of problems through 
analysis and synthesis by groups of experts. When 
the layman found that his family physician had 
difficulty in solving a medical problem and was 
dilatory in calling specially trained experts to 
his aid, he consulted of his own accord, a sur 
geon or a medical or surgical specialist. The 
surgeon or specialist thus chosen might luckily 
happen to be one suited to the needs of the par- 
ticular case; too often he was not. For some 
“specialists” are narrow-minded persons and in 
blissful ignorance of fields other than their own 
actually do harm to some of their patients 
through their efforts aus einem Punkle zu 
curieren. But perplexity was responsible for the 
layman’s floundering; he was simply struggling 
to find somewhere the relief that the growing 
reputation of specialism seemed to promise him. 
Sometimes, such a layman would enter the public 
ward of a teaching hospital for study, having 
learned of the all-round examinations made there. 
But in them, and even in the private wards of 
teaching hospitals, the work may be conducted by 
men so enthusiastic over original research in a 
limited field that they overlook the importance of 
a general diagnostic survey and neglect it, or 


if they make it are content with diagnosis alone 
and fail to institute a desirable and comprehen- 


sive therapeutic regimen. And when, later on, 
complete general diagnostic surveys preparatory 
to carefully-planned therapy began to be con- 
ducted by well-organized groups of private gen- 
eral and special practitioners, the layman warmly 
welcomed them for they bridged the gap that 
had halted him. And, recently, he has tended 
to apply to such groups for a “general overhaul- 
ing” not only when ill but also from time to 
time when apparently well, for through educa- 
tion by life insurance companies, by organiza- 
tions like the Life Extension Institute, and by 
public health officials, he has glimpsed the signif- 
icance of prophylactic measures, 

The group-idea in medicine is in line, too, 
with the general tendency toward association and 
co-operation in modern society. We see the same 
tendency in other professions (e. g. the law), in 
the industries, and in political life. As the 
peoples grow more democratic, groups replace 
individuals, and tend to become ever larger and 
more firmly knit together. Though the “Big 
Animal” does not disappear, he is less in evi- 
dence. The bigger a man is, now-a-days, the less 
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he attempts a splendid isolation, the more he 
merges his personality in the membership of a 
group for he knows that, through the subtle in- 
terpenetration of the minds of its several mem- 
bers, feats become possible that are beyond the 
achievement of any isolated magnate. 

Clearly, then, group medicine is a logical de- 
velopment. It is the natural consequence of 
modern conditions. It is the inevitable resultant 
of the growth of science, the rise of a specialism, 
the increased intelligence of the laity, the gen- 
eral tendency to co-operative association, the 
prevalence of the democratic spirit, ana the re- 
cognition of the advantages of group-psychology. 


THE ORGANIZATION OF GROUPS AND THEIR 
FUNCTIONS 


It is to the glory of the medical profession 
that its better members have thought always first 
of the welfare of their patients and only after- 
ward of their own. In no occupation other than 
that of medical practice has there been a greater 
cherishing of the ideal of self-realization in the 
service of society. Methods of organizing work 
that are not in conformity with this ideal have 
no place in the practice of medicine. But it is, 
above all, because the properly organized group 
of practitioners offers and achieves a greater serv- 
ice to the public and a higher self-realization 
for its components than is possible for isolated 
individuals that this form of systematized diag- 
nostic and therapeutic activity is justified. 
Loyalty to their patients and the best employ- 
ment of their own faculties are the essential 
principles that should govern the conduct of 
members of the medical group. 

Groups for co-operative diagnosis and therapy 
may be, and have been, organized in any of 
several different ways. The size and character 
of the group and the exact method of organi- 
zation adopted in any given instance depend 
largely upon the locality concerned, the men that 
are available and the particular purposes for 
which the group is formed. The larger the 
medical centre and the greater the number of 
men engaged in special practice, the easier it is. 
as a rule, to form a competent and satisfactorily 
inclusive organic group. Through able and at- 
tractive leadership, however, some of the best 
groups now at work, for example and notably 
that of the Mayo Clinic, have been established in 
small places and have drawn to them large num- 
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bers of patients for study and for treatment. ‘I'l 
paradigm of group I have in mind is that or- 
ganized for the conduct of a general diagnostic 
survey of the patients as a whole and for the 
prescription and execution of comprehensive 
therapeutic regimens based upon them. Groups 
formed for other and more limited purposes 
doubtless have their place, but I shall not dis- 
cuss them here. 

The steps that have to be taken in the making 
of a general diagnostic survey, I have described 
elsewhere. (Briefly in an article entitled: The 
General Diagnostic Survey made by the Internist 
Cooperating with Groups of Medical and Surgical 
Specialists, New York Medical Journal, 
N. Y., 1918, cviii, and more fully in the article 
entitled The Rationale of Diagnosis in the Oxford 
Loose Leaf Medicine, vol. 1, 1919). They in- 
clude:—1. the realization of the existence of 
a diagnostic problem; 2. the collection of data 
more clearly to define and to locate that problem ; 
3. the consideration of the facts thus collected 
in order that, through the use of the scientific 
imagination, solutions of the problem may sug- 
gest themselves to the mind ; 4. the elaboration by 
reasoning of all the implications of each sugges- 
tion of solution; 5. the testing, for their validity. 
of the various suggestions, and the making, when 
necessary for refutation or corroboration, of fur- 
ther observations and experiments; and finally. 
6. the arrival at diagnostic conclusions. These 
steps involve 1. the taking of a careful anam- 
nesis; 2. the recording of the results of a gen- 
eral physical examination; 3. the arranging, ac- 
cording to the indications of the anamnesis and 
the general physical examination, (a) certain 
laboratory tests (b) certain x-ray examinations 
and (c) certain examinations to be made by 
specialists in particular domains; 4. the sum- 
marizing of all these findings for the integrator ; 
5. the work of integration and the testing of its 
results; and 6. the recording of the several con- 
clusions reached in the order of their impor- 
tance. 

In some organizations, the group concerned 
in these manifold performances is spatially com- 
pact (under one roof) and its members are 
legally all closely related to one another, the 
relationship being that of partners, of employers 
and employees, or of constituents of an incor- 
porated body. In other organizations, we see 
a system of overlapping groups, a leader arrang- 
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ing for sympathetic and cordial co-operation with 
a whole series of general and special workers 
in the city in which he works, requesting exami- 
nations in a given special domain sometimes by 
one man sometimes by another and standing in 
no closer spatial or legal relationship to each of 
these special workers than that of oneconsultant to 
another. And between the spatially compact, 
closely knit, and exclusive types of group on the 
one hand and the spatially separated, loosely in- 
terwoven, and more inclusive or overlapping 
types, on the other, various intermediate forms 
of group-organization have, in many places, been 
found expedient. The precise form of team- 
work adopted is less important than the func- 
tion that is performed. What is essential is 
that the combined activities of the group mem- 
bers, no matter what the form of the group, shal! 
adequately fulfill the group purposes, namely, the 
making, through analysis and synthesis, of an ac- 
curate, comprehensive, properly proportioned, 
diagnostic survey, conveniently, amicably, quickly 
and economically, and the planning and, when 
desired, the executing of an appropriate thera- 
peutic regimen that will secure for the patient 
all the benefit possible in the present state of 
medical knowledge and technique. 


OBJECTIONS THAT HAVE BEEN MADE TO 
GROUP WORK 


Notwithstanding the objections to group work 
that have been expressed by its opponents, those 
who have engaged in diagnosis and therapy in 
well-organized groups are so convinced of the 
advantage of this method of practice that they 
would be loath to go back to the earlier methods 


of isolated individual activity. As a matter of 
fact, purely individual medicine is no longer prac- 
ticable and no one at present strictly adheres to 
it. Even those who oppose the systematic or- 
ganization of grours make use of the group-idea 
to some extent. Thus, they may have their 
laboratory tests made for them by others; or 
they may send their patients to roentgenologists 
for x-ray examinations. They recognize, too, the 
advantage of, at least, an occasional consultation 
with one or more of the specialists who limit 
their activities to particular domains. The most 
independent and resourceful of general practi- 
tioners can no longer satisfactorily carry out by 
himself all the tests that may be necessary in the 
study of an obscure case. Group workers believe 
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that group organization overcomes many of the 
(difficulties and avoids many of the dangers that 
confront the individual workers in both general 
and special practice. But it must be granted that 
there are special impediments and perils incident 
to the work of groups. Of these, and of the 
several objections that have been offered group- 
workers themselves are cognizant, and to a con- 
sideration of some of them we may now con- 
veniently turn. 

Superfluousness: ‘There are some ultra-con- 
servative physicians who express disapproval of 
group-work on the ground of its entire super- 
fluousness, maintaining that the older method of 
individual practice, with the aid of an occasional 
consultation, fully suffices for the study and care 
of their patients. They are, they say, “sufficient 
unto themselves,” and they “do not believe in one 
doctor having other doctors make his diagnoses 
for him.” Such objectors may go so far as to 
refuse help from any associate, feeling it their 
duty not only to take the patient’s history, and 
to make the general physical examination but also 
to make every laboratory test indicated and every 
examination in special domains required with 
their own hands and eyes. Faithfully attached 
to the rites and opinions that have received the 
sanction of their forerunners, they are unwilling 
to risk the perils that may attend group-work, 
which they consider a rash innovation. 

Not many, perhaps, now adhere to this ex- 
treme and obviously untenable position, but there 
are undoubtedly many physicians who sincerely 
believe that group-work and general diagnostic 
surveys of the kind I have referred to are largely 
superfluous, though they admit that, in certain 
obscure and especially difficult cases, they may be 
legitimate or even desirable. The great bulk 
of private practice, they consider, can, and should, 
still be carried on by the method of individual 
practice. The supporters of group-practice will 
lo well to bear in mind these contentions of the 
more liberal conservatives. For it would only 
impede the progress of a good form of clinical 
work to urge its application where it is either un- 
necessary or impracticable. It should be freely 
granted that, in many localities, especially in 
rural districts, it is at present not feasible; that, 
in a host of minor ailments, it can be dispensed 
with; and that, in some contingencies, like those 
of primary surgical urgency, it must be post- 
poned, or, temporarily, rigidly restricted. 
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Experience in group practice indicates, how- 
ever, that its proper field is a much larger one 
than most of the objectors to it recognize. Very 
often what appears on the surface to be a minor 
ailment, or an insignificant symptom, turns out, 
on thorough study, to be the premonitory signal 
that a serious condition impends, one that, left 
unrecognized, may soon advance to an unman- 
ageable stage. Very frequently, too, the symp- 
toms of which a patient complains are far less 
important than signs that are discoverable only 
by the wse of the more inclusive analytical 
methods of a general diagnostic survey. A nasal 
catarrh may be very troublesome to a patient who 
unwittingly conceals a beginning carcinoma of 
the prostate. An autodiagnostic person may re- 
quest the removal of his tonsils when his blood 
pressure is 270 and his phthalein output is 10. A 
neurasthenic may clamor for and secure the per- 
formance of a series of major operations when 
what he needs is general upbuilding and psycho- 
therapy. General diagnostic surveys are often 
most required when the need for them is least 
felt. They protect both patient and practitioner 
and luckily the more intelligent of both groups 
are becoming ever more aware of their useful- 
ness. 

The increasing prevalence of ideas of prophy- 
laxis is now giving an impetus to group-practice 
and to the occasional making of general diagnos- 


tic surveys even of persons who are apparently in 
good health, as a salutary method of insurance. 
Many men of large responsibilities in business 
and in the professions have, of late vears, adopted 
the practice of resorting, at more or less regular 
intervals, to diagnostic groups for a general sur- 
vey in the expectation of thus increasing and pro- 


longing their health and efficiency. Such men 
are becoming ever more willing to go to the 
inconvenience and expense of such examinations : 
they are eager and grateful for advice that will 
ward off disease or help them to keep fit. Life 
insurance examinations and membership in Life 
Extension Institutes have gone far toward edu- 
cating men of action to the importance of periodic 
overhaulings and of a hygienically regulated life. 
Both the laity and the medical profession have 
been impressed, too, by the revelations made by 
the examiners of recruits during the recent war. 
Large numbers of supposedly healthy young men, 
examined in a single evening by the Medical 
Boards (made up of general~practitioners and 
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specialists) were found to suffer from corrigible 
maladies or defects, discoveries that were greatly 
to the advantage of those wise enough to profit 
by them. It would seem, then, that for reasons 
of prophylaxis alone the group method of gen- 
eral diagnosis and therapy is likely to grow in 
favor. And when we consider all the advantages 
derivable from group-practice as applied both 
to recognized illness and to prevention, the argu- 
ment of superfluousness seems to lose much of its 
weight. 

Cost: It is believed by some patients 
and by some physicians that the cost of group 
work is prohibitive. The expenditure of time, 
labor and money for the general diagnostic 
and therapeutic work that group-practice implies 
is, they think, out of proportion to the benefits 
derivable, or is such, they assert, as to make the 
activities of a group accessible to none but the 
well-to-do. If these objections were valid and the 
hindrances irremovable group-practice would be 
doomed entirely, or seriously restricted in ap- 
plicability. That they are not valid is demon- 
strated by the rapid increase of appreciation of 
the benefits of group-practice by members of all 
classes, the wealthy, the moderately well-off, and 
the poor, and the growing numbers from all three 
classes that are applying to groups for study 
and for treatment. 

The time required for a general diagnostic sur- 
vey by a well-organized group is not so long as 
many seem to think. In most cases, a period of 
iwo or three days will suffice; in some instances, 
a thorough study may require four or five days; 
in exceptional instances of very obscure disease, 
or of metabolic disorders requiring tolerance- 
testing, a longer period may be necessary. The 
patients who expect a complete diagnosis of a 
difficult case in a single day, or between trains, or 
in an hour intervening between shopping expedi- 
tions in a large city or, between visits to an ex- 
hibition, are growing fewer. Even these will 
usually find it possible to adjust themselves to the 
required conditions when the time-exigency of 
accurate diagnosis is clearly explained to them. 
Persons living in the place in which the group is 
at work can easily make appointments that will 
interfere but little with their vocations, and 
those coming from a distance can give themselves 
over wholly to concentrated study if they desire 
to minimize the time-allowance. And when it 
is borne in mind that a complete survey may. 
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within a few days, satisfactorily solve a diag- 
nostic problem and permit of the immediate in- 
stitution of the most appropriate therapeutic 
regimen for a patient that, by piece-meal diag- 
nosis might be compelled to flounder for weeks, 
months, or even years in uncertainty, or in error, 
of diagnosis and fail through this longer period 
to receive the best treatment, it will be seen that 
the expenditure of time required for the group 
work is not extravagant. 

Granting that the time spent is not unreason- 
able, there are some who feel that much unneces- 
sary inconvenience is suffered by patients who 
resort to groups for diagnosis and that many tests 
are made by the physicians of the group thai 
are needless, involving a waste of energy on the 
part of both patient and group members. This 
misconception seems to depend mainly upon a 
lack of understanding on the part of the objectors 
of the nature and significance of the general 
diagnostic survey. Doubtless many of the tests 
made may yield normal results, but often these 
evidences of normality of certain structures and 
functions are of the greatest help in differential 
diagnosis. The supervisor of the survey should, 
of course, possess common sense (as well as 
medical knowledge and experience) and make 
good use of it when he decides upon the tests to 
be made in a given case. In one case relatively 
few, in another relatively many, may be required. 
He should call for no unnecessary expansion of 
the study but he should not shrink from request- 
ing reports that may be of real importance in 
the total consideration of the case. The most 
careful and conscientious supervisor will occasion- 
ally make mistakes in the ordering of tests. 
sometimes of omission, sometimes of commission, 
but the greater his ability, knowledge and skill, 
the fewer of these there should be. For one of 
the supervisor’s aims will be to restrict, as far 
as is compatible with safety, the expenditure of 
energy during the study both by the patient and 
by the staff of examiners. 

As to the expenditure of money required for 
group study and group treatment, it will be 
found, I believe, that the group method is, in 
reality, economical. Though the immediate ex- 
pense may be considerable, the ultimate saving 
more than compensates for it. Consider, for 
example, how a patient with arthritis, insuffi- 
ciently studied at first, may undergo expensive 
forms of treatment for weeks, months or vears, 
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becoming ever more crippled, whereas a thorough 
general diagnostic study resulting in the dis- 
covery and removal of the focus, or foci, of in- 
fection responsible for the arthritis by group 
study and treatment might have given him 
prompt relief and have prevented the chronic 
invalidism! Think, too, of the long under- 
nourished neurasthenics you have known of who 
have spent large sums over a period of years for 
a series of surgical operations vaguely under- 
taken, without sufficient diagnostic consideration, 
in the hope of relief and who might, had they 
undergone a complete diagnostic survey by a 
competent group and then submitted themselves 
to appropriate therapy, have been restored in the 
course of a few weeks to comparatively good 
health! Instances like these, and many others 
that occur at once to the minds of those familiar 
with the results of group-practice will go far 
toward nullifying arguments against it based 
upon the financial expenditure necessitated. 
Moreover, medical groups, like individual prac- 
titioners, make it a point, or should do so, to 
see to it that patients do not pay fees that in- 
volve any real hardship or inconvenience. By 
various means (blanket-fee arrangement, etc.) 
the cost of group study and treatment can be 
brought within the means of all who require it. 

Inhumanity: The charge of inhumanity, of 
heartlessness, and of lack of sympathetic feeling 
with the patient, has sometimes been made 
against group-practice. One hears the activities 
of a medical group spoken of as the “department- 
store type” of medical practice; or as a “mere 
machine” from the “brutality” of which patients 
shrink. Medical aid, to be effective, these ob- 
jectors say, must depend largely upon a close 
personal relationship and they assume that all 
personal touch with patients is lost when prac- 
titioners co-operate in groups. The results of 
group work are, however, a sufficient denial of 
the validity of such objections. Group work 
to be successful must provide for the personal 
relationships that are essential. And as a matter 
of fact it does so, when properly organized and 
conducted. In therapy, especially, the patient is 
usually under the close supervision of some single 
member of the group, and the patient not only 
benefits from the close personal relationship with 
this member but also enjoys the confidence that 
the group as a whole has inspired in the accuracy 
and completeness of his study and in the com- 
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prehensive regimen planned for him. Recogni- 
tion of the possible evils of mechanism and provi- 
sion against them are two of the functions of 
the organizers of groups. 

Cliquism: An important objection to group 
practice, and one not to be blinked, is the danger 
of cliquism. There is nothing, perhaps, more 
conducive to bad feeling in the profession than 
the belief that coteries of physicians have set 
themselves up as superior and exclusive associa- 
tions that try to monopolize practice. Even 
when groups are composed of competent, sincere, 
well-bred, and fair dealing members, they may 
excite the envy or the resentment of other groups 
or of individual practitioners. Many consultants 
decline membership in groups fearing that group 
membership may lessen the wide and cordial rela- 
tions that they have established. 

The method of organization by over-lapping 
groups, already referred to, the cultivation of 
modesty, sincerity and absolute fairness to physi- 
cians outside the group by all the members of 
the group, the willingness, on request, to adopt 
as a part of the group study the reports of any 
competent specialist who is not directly associated 


with the group, and unselfishness in the distribu- 
tion of the patients for therapy after a general 
study has been made, will go far towards pre- 


venting and overcoming antagonism. New con- 
ditions require new adaptations of ethical codes ; 
but good will on the part of each member of a 
group to the profession as a whole and honest 
intention and effort in serving the best interests 
of patients should facilitate the necessary ad- 
justments. In any case, the evils of cliquism 
must be avoided and medical groups should be 
ever on the alert to discountenance them. 


Commercialism: Finally, the criticism that 
diagnostic and therapeutic groups tend to com- 
mercialize medicine, to turn it from a profession 
into a business, merits comment. It has been 
intimated that the very organization that group 
medicine demands—its associations, partnerships 
or incorporations, its staff of secretaries, 
stenographers and bookkeepers, its efficiency 
mechanisms, its systematized financial arrange- 
ments— imparts into medicine a commercial 
spirit that was unknown to individual practice. 
Even the good faith of the group has sometimes 
been doubted, the charge being made that the 
well-to-do patient was being exploited—sent on a 
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merry-go-round of numerous and superfluous ex- 
aminations merely in order that the fees to be 
collected might be multiplied! Or, again, it 
has been alleged that the public is sometimes de- 
ceived as to the constitution of a group; led to 
expect the co-operative activity of experts, the 
patients, in reality, have found themselves in the 
hands of mediocre examiners and of pseudo-ex- 
perts in specialistic treatment! The relationship 
of the younger men and of the men of growing 
reputation to the older and better known mem- 
bers of a group, too, have been questioned, with 
the oblique hint that the former were often un- 
fairly made use of to advance the private in- 
terests of the latter. That abuses of group prac- 
tice sometimes exist, medical men being human 
and human nature being what it is, I have no 
doubt. But that the zeal for group methods of 
work has, in general, been instigated by sordid 
motives of interest can scarcely be believed by 
anyone who is at all familiar with the conditions 
that obtain in modern medicine or with the per- 
sonnel of the groups now at work. 

The medical profession should not despise the 
methods that have been devised by good business 
men. It is no longer “good business” in the 
commercial world to be dishonest, to deceive the 
customer, to displease him or to give to him 
less than is received from him. The “business 
methods” of physicians have been notoriously de- 
plorable. The lack of system in their work, the 
loose organization of their offices, the irresponsi- 
bility of their appointments, the primitiveness of 
their accounting (at least before the advent of 
the income tax), and the lamblike innocency in 
the disposition of their savings, have been an op- 
probrium to the profession. If the exigencies 
of group practice compel the adoption of better 
“business” methods than those that have hitherto 
prevailed among medical practitioners, it will be 
matter for congratulation rather than for criti- 
cism. 

Moreover, in economic life, evils are prone, in 
an astonishing way, to defeat the objects of their 
perpetrators. Any temporary success derived 
from over-shrewdness, craftiness, extortion, or 
unfairness is likely to be followed by failure, loss 
of reputation and disgrace. For this reason alone, 
and wholly aside from the high ethical standards 
that guide the conduct of most medical men, 
there need, I think, be little fear that group 
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medicine will foster meanness or baseness in its 
adherents. On the contrary, it would seem prob- 
able that, through the imagination and the in- 
tellect of group-organizers, the practice of medi- 
cine will be raised to a higher and even more 
honorable level. 

CONCLUSION 


The results of my analysis of group diagnosis 
and group therapy are seen then to be, on the 
whole, favorable to these methods. Group medi- 
cine may be regarded as the latest phase of 
progress in practical clinical work. It is an out- 
come, as I have shown, of the growth of science, 
of the principle of division of labor, of the rise 
of specialism and of certain other factors. The 
general diagnostic survey, comprehensively, ac- 
curately, quickly, proportionally and economically 
conducted can be of great advantage to persons 
submitting to it, and therapy, too, can be car- 
ried out better through the co-ordinated activities 
of a group than by isolated practitioners. The 
arguments against group practice on the grounds 
of superfluousness, cost, inhumanity, cliquism, 
and commercialism are seen, on close scrutiny, to 
lose much of their cogency though they indicate 
difficulties and dangers against which group 
workers should be on guard. Now, as always, the 
profession and the public should welcome modi- 
fications of medical procedure that make prac- 
tice more rational, precise and efficient. Medical 
practice even at its best can not wholly take away 
the appetite of people for charlatanism and for 
superstition. We smile, sometimes, at the age 
when the Delphic oracle was consulted, but let 
us not forget that even today the Ouija board 
is much in evidence and that a distinguished 
physicist relies upon spirit messages from his 
deceased son. We look back with amazement to 
the time of disinterment of the remains of St. 
Stephen when am “odor like that of Paradise 
was smelt, which instantly cured the various 
diseases of seventy-three of the assistants,” but 
we pass over lightly the “spiritual healer” of 
our own day who promises the complete cure of 
all diseases, even cancer, to those of sufficient 
faith! But as medical science grows and physi- 
cians become more skillful and better organized 
the people will become ever less susceptible to 
the delusions of obscurantism. And among the 
agencies contributing to this desirable end, group 
medicine may also find a place. 
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THE NASAL CAVITIES AND ASTHMA* 
Grorce E, SHamBaueH, M. D. 


CHICAGO 


A discussion of the relation between the nasal 
cavities and bronchial asthma brings up one of 
the most remarkable chapters in the history of 
medicine, that dealing with nasal reflex neuroses. 
It was in 1871 that Voltolini reported two cases 
of typical bronchial asthma which had been cured 
by the removal of nasal polypi. This was the 
first publication calling attention to the relation 
of the nose to asthma. He discussed two ways 
by which nasal polypi might produce asthmatic 
attacks. One was as a nasal reflex neurosis, the 
other was by hindering respiration, thus bring- 
ing about alterations in the chemistry of breath- 
ing, and changing the texture of the lung tissue. 

For the first ten years after this publication 
by Voltolini very little appeared in literature 
touching on this subject, but from about 1881 
there began a veritable flood of contributions dis- 
cussing not alone the question of asthma in its 
relation to the nose, but the whole subject of 
nasal reflex neuroses. This discussion brought 


out some of the wildest prophecies concerning the 


extent of these nasal reflexes. There were those 
who seemed ready to believe that there could be 
scarcely any ailment which would not eventually 
be cured by treating the nose. These nasal re- 
flex neuroses include many conditions which give 
rise to symptoms in the respiratory tract, nasal 
symptoms, laryngeal and bronchial symptoms, in- 
cluding asthma, headaches of various types, as 
well as ncuralgic pains referred to more distant 
parts, cardiac disturbances, especially palpita- 
tion, many gastric symptoms, such as the so- 
called nervous dyspepsias, hyperacidity, and 
nausea, uterine symptoms, particularly dys- 
menorrhea. 

As regards the question of the relation between 
asthma and disease of the nasal cavities, the at- 
titude of many writers is expressed by the fol- 
lowing quotation from Bosworth, a noted New 
York rhinologist: “My own observation would 
go to show that the existence of nasal disease (in 
spasmodic asthma) is not an exception, but the 
rule. I think I may go still further and say that 
during the past four years, in which time my at- 
tention has been especially called to this subject, 
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I have seen no single case of spasmodic asthma in 
which the source of this disease could not be 
traced to the existence of some disease in the 
nasal cavity. This is a broad statement, but I 
think one fully justified by my experience.” 

This assertion by Bosworth is indeed a broad 
statement. It includes two assumptions: the one, 
that all cases of spasmodic asthma are associated 
with pathological conditions in the nasal cavity ; 
the second, that the source of the asthma can al- 
ways be traced to these’ nasal conditions. One 
may not find it difficult to concur in the first 
assumption, namely that all cases of spasmodic 
asthma are associated with pathological condi- 
tions in the nasal cavity, especially if one is per- 
mitted to include such conditions as the irregu- 
larities of the nasal septum and the turgescence 
of the turbinal bodies, both of which may tend 
more or less to interfere with nasal respiration 
and bring about that contact between the sep- 
tum and the outer nasal wall, which many have 
assumed to be the source of abnormal irritation, 
giving rise to the reflex neurosis. One finds 
this assumption still easier to accept if one is 
permitted to go still further, as have many ad- 
vocates of the hypothesis of nasal reflex neuroses, 
and assume that hypersensitive spots exist in 
the mucous membrane of the septum, as well as 
on the turbinal bodies, even in noses which ap- 
pear on inspection to be quite normal, from which 
reflexes arise capable of causing asthmatic at- 
tacks. It is with the acceptance of the second as- 
sumption that all cases of asthma can be traced 
to the existence of some nasal disease, that one 
encounters more difficulty. To assume that 
asthma is always caused by one or another of a 
variety of nasal conditions and that the relief 
of the asthma depends on the skill and perse- 
verence displayed by the rhinologist in discover- 
ing and eradicating these pathological conditions, 
many of which to my mind are largely imaginary, 
leaves the question of the nasal treatment of 
asthma in a most unsatisfactory and unscientific 
state. Such an attitude must inevitably lead to 
a great deal of misdirected, unnecessary operat- 
ing. 

There is no room for doubt that a great many 
cases of asthma are associated with quite tangible 
pathological conditions of the nose, and further, 
that a marked improvement in the attacks, even 
a permanent cure, may be accomplished by the 
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proper treatment of these nasal conditions. The 
question arises: have we today any more accurate 
method of diagnosing the nasal conditions capable 
of influencing the asthmatic attack than had 
those who looked upon asthma purely as a nasal 
reflex neurosis capable of being set up by such 
conditions as irregularities of the nasal sep- 
tum, turgescence of the turbinal bodies and hy- 
yersensitive areas scattered here and there over 
the mucous membrane. The answer to this ques- 
tion is, I believe, quite positive. In the first 
place, not wishing to assume that the last word 
lias been said regarding the question of nasal re- 
flex neurosis as a cause for asthmatic attacks, 
one cannot observe the phenomena of asthma 
without recognizing the close resemblance be- 
tween these attacks and the phenomena of ana- 
phylaxis. Moreover, we find ourselves more ready 
io accept the view that the nasal symptoms, the 
sneezing attacks, turgescence of the cavernous 
tivsue of the turbinal bodies, and the increased 
nasal discharge, are a part of an anaphylaxis, 
rather than the actual cause of the asthma itself. 
Qn the other hand, there are certain definite 
pathological conditions found in the nasal cavities 
in most cases of asthma, the correction of which 


not infrequently has a decided effect in checking 


ihe asthma. These nasal conditions have to do 
directly or indirectly with the disease known as 
hyperplastic ethmoiditis, a non-suppurative dis- 
ease of the ethmoid, in which the mucous mem- 
brane lining the ethmoid cells undergoes polypoid 
degeneration, filling the ethmoid labyrinth and 
eventually protruding into the nose, thus form- 
ing nasal polypi. It was in the removal of 
these nasal polypi that Voltolini first discovered 
the cure of two cases of asthma, and Which led, 
as pointed out above, to the theory of nasal reflex 
neuroses, followed by a veritable flood of opera- 
tions on all sorts of nasal conditions. We come 
back now to the place from which Voltolini 
started in 1871, that nasal polypi, in other 
words, the condition known as hyperplastic eth- 
moiditis, is often associated with asthma, and 
we have found that the removal of the polyps 
and eventually an exenteration of the ethmoid 
labyrinth, not infrequently has a very favorable 
influence on the asthmatic attacks. To bring this 
very definite clinical fact to accord with the view 
that asthma is the phenomenon of an anaphy- 
lactic reaction, one may assume that by ridding 
the nasal cavity of polyps and by clearing the 
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polyps out of the ethmoid labyrinth, we have re- 
moved foci in which bacterial toxines tend to 
accumulate. 

When we have reached this point, namely, that 
asthma is not only very often associated with the 
condition known as hyperplastic ethmoiditis, but 
that the eradication of this condition frequently 
affects most favorably the asthmatic attacks, two 
very definite problems arise; one is the question 
of the diagnosis of this form of ethmoiditis, the 
second is its proper treatment. 

In an advanced stage the diagnosis presents 
no difficulty, as it is associated with the presence 
of nasal polypi, which can readily be recognized 
by anterior rhinoscopy. This is true, however, 
only of the advanced stages, for the ethmoiditis 
may exist many years without ever producing 
polypi which protrude into the nasal cavity. The 
diagnosis in these early stages of the disease is 
still possible by prying open the middle meatus, 
thus gaining an inspection of the floor of the 
ethmoid there exposed. When a degeneration 
of the ethmoid is going on, one can usually re- 
cognize the edematous changes in the mucous 
membrane in the middle meatus. A still better 
way of diagnosing this condition, in many cases, 
is by use of the post-nasal mirror. By this means 
one can usually obtain a view into the recesses 
of the ethmoid, which cannot be gained by an- 
terior rhinoscopy, and can easily diagnose those 
changes in the mucous membrane characteristic 
of this disease. 

As regards the question of the treatment of 
hyperplastic ethmoiditis: this is purely surgical. 
It is not sufficient, as was formerly practiced, to 
merely remove those polypi which appear in the 
nasal cavities, although occasionally, as has been 
experienced by various observers, this may suffice 
to cure the asthma, at least for a time. We 
aim now at the radical exenteration of the eth- 
moid labyrinth. In exceptional cases a single 
operation puts an end to the process, and may 
cure the asthma permanently. In many cases the 
polypi return, even when one has done everything 
feasible, with*safety to the patient, in complet- 
ing the exenteration of the ethmoid. Not in- 
frequently one is called on to clean out the 
ethmoid at intervals of one, two, or more years, 
each time putting an end to the asthma until 
such a time as the polypi have had an opportunity 
te re-form. In some cases the symptom of asthma 
is infiuenced very little, if at all, by the operation 
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on the ethmoid, and it seems not unlikely that 
in these cases the neighboring sinuses, the frontal 
and maxillary sinuses, may also be the seat of 
polypoid degeneration. 

There is an interesting fact in connection with 
the etiology, as well as with the treatment of 
hyperplastic ethmoiditis. Not infrequently the 
development of this condition seems to be de- 
pendent on the existence of anatomical varia- 
tions, especially a high deflection of the nasal 
septum, which tends to crowd the middle tur- 
binal against the outer nasal wall, thus closing 
tightly the middle meatus and interfering with 
the normal ventilation of the ethmoid labyrinth. 
It is found, moreover, that by re-establishing the 
ventilation of the ethmoid, that is by the cor- 
rection of the deflected septum, and eventually 
the resection of the middle turbinated body, the 
degenerative changes in the ethmoid tend to 
disappear. This fact may have been responsible 
for those cases of asthma cured by the correction 
of a deflected nasal septum, and apparently serve 
to verify the theory that an irregular septum, by 
impinging on the outer nasal wall, sets up a 
reflex neurosis responsible for the asthma. I 
have never seen any relation between asthma and 
the so-called spurs of the septum, even in those 
cases best suited to produce irritation, that is 
where a sharp spine of the septum impinged on 
the outer nasal wall. I have never seen any other 
irregularity of the septum having any influence 
on the asthma, except the condition already de- 
scribed, where a high deflection acts as a factor 
in impairing the normal ventilation of the eth- 
moid. Thus far we feel that the nasal treat- 
ment of asthma may proceed with a reasonable as- 
surance that our efforts are entirely justified by 
the results obtained. Beyond this we feel that 
the rhinologist is venturing on an, as yet, largelv 
uncharted sea, in which he cannot proceed with 
too much caution if he would avoid the danger 
of unnecessary operating. 


SUMMARY OF CONCLUSIONS 


1. Asthma is often associatedewith very de- 
finite pathological changes in the nasal cavity. 

2. The pathological condition associated with 
most cases of asthma is the condition known as 
hyperplastic ethmoiditis. 

3. This condition is not only associated with 
many cases of asthma but its correction has often 
a very decided influence on the asthma. 
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4. The relation between the nasal condition 
and asthma appears to be not so much one of 4 
nasal reflex neurosis as it is that of an anaphy- 
lactic reaction. 

5. The improvement in the asthma resulting 
from operations on the ethmoid may be due to 
the elimjnation of foci harboring bacteria and 
their toxines. 

6. Hyperplastic ethmoiditis frequently exists 
for a long period of years without any tangible 
evidence, such as the presence of nasal polypi 
in the nasal cavity. The diagnosis in such cases 
is made by forced inspection of the floor of the 
ethmoid in the middle meatus by anterior rhi- 
noscopy or by means of the post-nasal mirror. 

7. Anatomical variations tending to interfere 
with the normal ventilation of the ethmoid, espe- 
cially the high deflection of the nasal septum, 
may sometimes act-as an etiological factor in the 
production of hyperplastic ethmoiditis. 

8. A cure of the hyperplastic ethmoiditis, 
especially in the early stages, may sometimes be 
accomplished by overcoming the impaired ventila- 
tion of the ethmoid cells, that is by correcting 
the deflected nasal septum and by removal of 
the middle turbinated body. 

9. Some cases of asthma are permanently 
cured by an exenteration of the ethmoid. In 
other cases, the asthma returns when the polypi 
re-forms. In some cases the asthma appears 
to be but little influenced by the operation on 
the ethmoid. The explanation of the latter cases 
may be that the frontal and maxillary sinuses 
are also the seat of polypoid degenerations. 

DISCUSSION 


DR. JOSEPH L. MILLER said the theory of 
asthma was now fairly definitely plain, and that what 
happened in an asthmatic attack was a bronchial 
spasm. One point that needed emphasis was the 
danger and unnecessary use of morphin in asth- 
matics. It was surprising how many were given 
morphin, and yet they experienced no greater relief 
than they would from the use of adrenalin. Since 
asthma was now being looked upon as an anaphy- 
lactic manifestation, our attention has been directed 
away from the nose and accessory sinuses in connec- 
tion with asthma. The presence of foreign growths, 
like polypi, might lead to irritation which would give 
rise to bronchial spasm in the same manner as bron- 
chial asthma could be produced experimentally in 
animals. Furthermore, the existence of polypi favored 
the growth of bacteria. Recovery not infrequently 
followed the removal of polypi from the nose. This 
group of cases fell under the classification known as 
bacterial asthmas. Whether such polypi could act as 
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foreign growths and affect the vagus was a matter 
which had been discussed. 

Formerly, the diagnosis was considered complete 
when it was decided the patient had bronchial asthma, 
but now the diagnosis was not complete until we 
had determined what was the cause of the bronchial 
asthma. In other words, into what one of the four 
groups should the case fall? Was it a bronchial 
asthma due to animal emanations; was it bronchial 
asthma due to food or pollen, or was it an asthma 
due to bacterial infection? We were more and more 
inclined to believe that all asthmas could be placed 
in one or the other of these groups. A correct diag- 
nosis was a great aid in instituting proper treatment. 
Formerly, asthmatics were treated by the use of 
iodids and by climate. A number of asthmatics were 
relieved by climate, while others were not. It was 
generally recognized that it was impractical to desen- 
sitize a patient who had food asthma. While this 
could be done, the task was laborious, required much 
time, and frequently desensitization of the patient was 
of such short duration that it offered very little 
hope. In the group of food asthmas it was still 
necessary to handle them by withholding the particular 
article or articles of food from the diet. 

In regard to pollen asthmas and their treatment, 
desensitization was fairly satisfactory, but on account 
of the short period of time the patient was desensi- 
tized, he required redesensitization every six months 
or a year, which made this method of treatment un- 
satisfactory in the end. He did not know what the 
experience of others had been, but his experience 
with the treatment of bacterial asthmas by the use 
of vaccines had not been satisfactory. He had seen 
severe cases of bronchial asthma at the County Hos- 
pital in which autogenous vaccines had been used with 
very little results, so that he had become discouraged 
in regard to their use. 

A patient with a chronic infection of the bronchi 
should go to a suitable climate, and if he does, the 
attack will subside, and he will remain well as long 
as he stays there. 





THE PRINCIPLES OF DRAINAGE IN 
EMPYEMA* 


Joun F. Bryne, M. D., F. A. C. 8. 


KANSAS CITY, MO. 
(Abstract) 


There is a great similarity between the pleura 
and the peritoneum. In both these cavities in- 
flammatory affections are essentially secondary 
to diseases of the contained viscera and are at- 
tempts to limit or cure the primary lesions. In 
the abdomen the primary lesions are usually 
limited in extent (e. g. appendicitis or duodenal 
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ulcer). If nature’s methods are not ‘interfered 
with by neglect or still worse by injudicious treat- 
ment, the secondary peritonitis walls off the dis- 
ease and may result in resolution or in the forma- 
tion of a local abscess. The lesions being limited, 
early operation is well calculated to lead to 
prompt and permanent cure. 

Empyema is usually the result of pneumonia. 
As a result of the pneumonia, changes take place 
in the pleura more or less similar to those seen 
in peritonitis; effusion; exudates; formation of 
adhesions. These are evidences of attempts to 
limit the disease and when not in excess are use- 
ful. When pus is found in quantity, the pre- 
viously protective pleuritis becomes in itself a 
danger. While the primary or pulmonary disease 
is active, interference with pleural condition is 
wrong, except when that condition is excessive 
and then the excess alone should be attacked by 
aspiration which may require to be often re- 
peated. When the pneumonia has improved 
markedly and empyema persists, then the pus 
must be removed. 

It is needless in this abstract to discuss the 
common and often useful and successful methods 
of treatment by puncture, with sterilization by 
means of Dakin’s solution or by incision with 
removal of pus and fibrin after which the pleura 
is filled with iodoform emulsion and closed with- 
out drainage. 

The principles of drainage alone need inter- 
est us at the present. One must remember that 
adhesions may cause encapsulation of the pus 
in one or several places and hence that explora- 
tory operation is often necessary. One must also 
remember that the costo-diaphragmatic angle is 
often obliterated by adhesions. The classic opera- 
tion for empyema is to establish drainage at the 
5th or 6th rib in the posterior axillary line, but 
this position does not correspond to the low point 
in the pleura whether the patient is lying or 
sitting. One must remember that on each side of 
the vertebral column a gutter exists which can 
only be drained by an opening at the angle of a 
rib, the patient being in the dorsal decubitus. 
The most thorough method in which to obtain 
drainage whether the patient be lying or sitting, 
is to make a free opening at the level of the 5th 
or 6th rib, to find the low point (for any decubi- 
tus) by means of exploration with the finger or 

forceps and there to establish drainage. The 
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primary opening may be used for the insertion of 
Carrel tubes or may be left alone. 

Some surgeons endeavor to obtain sterilization 
of the cavity by means of air or oxygen passed 
through ether or formalin and introduced into 
the bottom of the pleura through the drainage 
tube. If drainage has been established on the 


principles enunciated sterilization of the cavity is 
usually unnecessary. 





SOME EXPERIENCES HAD IN DEALING 
WITH APPENDICITIS DURING THE 
PAST TWENTY-FIVE YEARS* 


E. M. Sana, M. D. 
ROCK ISLAND, ILL. 


I have chosen this subject thinking some of 
it may be of interest at least to you who have 
been plodding along as I have during the past 
twenty-five years, trying to do the things, as we 
saw them, the best we knew how. 

I might say in the beginning that I never 
witnessed an abdominal operation while in med- 
ical school, so that most of the knowledge I have 
obtained has been acquired since I graduated: 
much of it has been from my association with 
other men. 

I tried not to make the mistake that I see so 
often made by the young man who graduates and 
thinks he knows more than any man in the 
community, just because he is a recent graduate 
from a top notch medical school. 

Many of them today have started in surgery, 
gotten in deep water, lost their nerve and given 
it up, mainly, as I see it, because they have 
failed to have someone with them who has had 
experience. 

I remember a few years ago of an anatomical 
freak who made his living by demonstrations 
before medical men. 

He could dislocate eighteen different joints of 
his body, besides bringing down a hernia on 
either side. He invited the Doctors to the hotel 
in the evening and they would chip in fifty 
cents to a dollar for his entertainment. He 
went to see one of the M. D.’s and invited him 
to his exhibition, and the Doctor said, he had 
received his education and was not interested. 

This was something he never saw in medical 
college. The man would have his wrist, elhow 


*Read before the Seventieth Annual Meeting of the Illinois 
State Medical Society, at Rockford, May 19, 1920. 
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eand shoulder out at the same time also the 
ankle, knee and hip. 

If a man depends on what he has gotten in 
medical school (even to-day when, I grant that 
he is loaded to the brim) he is going to be a sad 
mistake. 

This will be rather a report of cases winding 
up with how it is being done by me to-day. 

Case 1. My first case in detail, because it was first: 
I was called in January, 1895, to see a boy in Moline, 
who had been attended by two very good physicians, 
who had given him up to die. He had been sick 
three weeks with trouble in his abdomen, and it had 
been called everything but appendicitis. The older 
doctors at that time were rather inclined to doubt this 
appendicitis, calling it typhlitis, perityphlitis, etc. 

I was called in at the request of a friend because 
he had been given up, and after the doctor was dis- 
charged I took charge of the case. The boy, who 
was about eighteen years old, had a lump at Mc- 
Burney’s point about the size of a goose egg, which 
I thought was appendicitis, but I had never seen a 
case before. I said to his mother, “You have had 
two very good doctors on this case and I am going 
to ask you to have still another,” and suggested the 
late Doctor Middleton, who was at that time Pro- 
fessor of Surgery at Iowa City, and chief surgeon 
of the Rock Island Railroad. 

I have often quoted his remarks. When the mother 
asked him what that lump was, he said, “Madam, 
you might as well ask me to tell you how much 
money there was on the inside of a safe without 
opening the door. I might guess at it and strike it. 
but the odds are prettty much against me. I know 
there is something there that ought not to be there 
and he needs an operation.” 

I operated on him the following morning, assisted 
by Doctors Middleton, Hill, Hall and Ludewig, and 
we drained an appendicial abscess, and found two 
grape seeds, which at that time were supposed to be 
the cause of appendicitis. 

I did not think of it at the time but have thought 
many times since that either Dr. Middleton or Dick 
Hill, as he was commonly called, brought the grape 
seeds with them, but I did not think of it until after 
they were both dead. The boy made an uneventful 
recovery and was with Ringling’s Circus tweive years 
later. 

He was operated upon at home. 


My records previous to 1903 are rather poor so 
I must trust to memory to a very great extent 
previous to that time. 

I am listing only cases which were either pus 
cases with perforation and gangrene or on the 
verge of gangrene. 

Case 2. One of my early fatal cases was a boy 
upon whom I operated at Mercy Hospital, Daven- 


port, Ia., something over twenty years ago. He died 
from an insufficient drainage. His age was around 
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nineteen or twenty years. He was rather sick to be 
moved so far but there was a strike of the staff at 
st. Anthony’s Hospital to obtain trained nurses and 
a training school, and the staff refused to take 
patients there until this was granted in about eight 
weeks. Anyway the boy had a perforated appendix 
with a belly full of pus. He was drained and the 
appendix removed, wound was closed tight with ex- 
ception of a small cigarette drain. 

I believe this boy would be saved today, because 
i have saved many cases which seemed worse than 
his, by free drainage and Fowler position. 

Case 3. The next case I wish to report was a man 
about 67 years of age, with a gangrenous appendix 
accompanied with a severe attack of dysentery. As 
| remember the case the man lived about one week 
and died. His appendix was removed and, I believe, 
wound was closed except for small drain. 

There was nothing of importance about the case 
except that the family all blamed me for the death, 
knocked me whenever they could and never paid 
their bill. 

Case 4. Another case I wish to report about this 
same time was a man about 25 years old, operated 
on in the midst of a spreading peritonitis; appendix 
perforated and belly full of pus. I cannot remember 
details of his case except he died a few hours after 
operation, and his mother had a very nervous spell 
at home and a brother physician was called in and 
informed her that she should have been at the hospital! 
when he died by all means. This started the inflam- 
mation which usually begins soon after a doctor 
has lost a case, and none of the family would even 
speak to me nor any one who had anything to do 
with the case. 

Case 5. Lady, married one month, taken with se- 
vere pain in abdomen and vomiting, pain was so 
severe that I was called to telephone three times to 
come and see her before | could finish eating. She 
had excruciating pain at McBurney’s point and other 
typical symptoms of appendicitis. 

I operated on her thirty-two hours from onset of 
symptoms. When appendix was delivered into wound 
my assistant said, “there is nothing the matter with 
that appendix.” I replied: “Well, I am going to 
remove it anyway,” because if this lady didn’t have 
appendicitis she had all the symptoms. After she 
was returned to her room, the appendix was opened 
and the entire mucous membrane was gangrenous. 

Case 6. Along this same line but much later. Lady 
about 23 years old, with acute appendicitis, and rather 
septic looking, almost bordering on jaundice. 

A friend of the family said just before we entered 
the operating room: “Doctor, don’t you think maybe 
it’s her gall bladder?” I said: “No, but we will 
look at it.” I made a poor incision for her appendix 
hecause it proved to be a retrocecal appendix so | 
had to make a cross incision to get it. 

Appendix looked quite normal, but when it was 
opened there was a gangrenous patch in mucous mem- 
brane about one-fourth inch in diameter. Both of 
these cases made uneventful recoveries. 
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Case 7. A man around 20 years of age, about six 
feet tall, a big, strong, husky looking fellow with 
a pulse of 120 and a septic looking skin, temperature 
around about 9. 

He came to my office in the afternoon, then again 
the following morning; he looked sicker than he 
scemed on examination. I sent him to the hospital 
on the rapid pulse and look on his face, operated ou 
him that afternoon. He had been walking around 
with a perforated appendix and a belly full of pus 
He recovered without any post operative symptoms 
| am unable to recall details of operation except 
appendix was removed. 

I cite this case and the one preceding it to note 
that now and then these septic processes are por- 
trayed on the face, as I have seen on various oc- 
casions. 

Case 8 Another most interesting case along this 
line, although occurring several years later, is worth 
reporting in detail. Oct. 7, 1904, a man about 6 
feet two came to my office complaining of pain just 
over pubic bone and bladder, and said he had been 
sick two days. 

He was very rigid and looked rather cyanotic, and 
after examination I said to him: “You have either 
had appendicitis or you are going to have appendi- 
citis, or something has gone wrong inside 
abdomen,” fixed him up some medicine and_ told 
him to come back next day. That night he was much 
worse and they had just moved next door to a 
physician and their telephone not being installed they 
called the doctor next door. The doctor remained 
with him several hours and made a diagnosis of 
obstruction. Next day they called me in and I invited 
the doctor to go with me. 

We examined him under ether: his abdomen under 
ether had that board-like rigidity. He had hemor- 
rhoids, I made a rectal examination after divulsing 
the sphincter, but we were unable to get anything 
through him. 

His temperature was only slightly above normal, 
as was the pulse, but something seemed to tell me 
things were decidedly wrong in his abdomen. 

There was no fecal vomiting so could not fully 
satisfy myself with obstruction diagnosis. 

I told his wife that if he was no better in the 
morning he would have to go to the hospital and 
have operation and find out what was the matter 
with him. 

He seemed little if any worse the following morn- 
ing but something made me feel that we must get 
in there. 

I went in that morning in the median line, because 
that was where he had his pain. When the abdomen 
was opened the entire small intestine came out on 
the abdomen and we could not return it. I felt for 
the appendix and found it about in its right location. 

It was necessary to make a cross incision in order 
to get it. The appendix was absolutely rotten witi 
perforation at tip. The entire small gut was beginning 
to turn back. No one present in operating room 
expected him to live. The question was what to 
do with intestines. 


your 
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I had never heard of deliberately puncturing them 
and said to my assistants that I was going to puncture 
them anyway, adding that it would fix him up in 
better shape for the undertaker. I made a small 
puncture which let the air out and this was followed 
by a tea cup full of greenish, black looking fluid. 
I closed the puncture with several purse string su- 
tures, returned bowels to abdomen, sewed up trans- 
verse incision and left median incision wide open and 
held open by two gauze cofferdam packs of iodoform 
gauze. 

He was returned to bed and had a very comfortable 
convalescence without complication of any kind; even 
the hemorrhoids were relieved from the severe 
stretching. 

I have always considered him one of my worst 
cases. His appendix was removed after making cross 
incision. 

Case 9. This seems to follow the one just reported 
and was extremely interesting in another way. Mar- 
ried lady, about 25 years of age, had a lump in 
abdomen about under the umbilicus, size of a cocoanut. 


After examination, I told them I thought she had - 


a tumor. When I said that the mother said that I 
had told her three years before she had appendicitis 
and advised operation, but that they would not con- 
sent to it and let me go. It had been long enough 
for me to have forgotten all about previous diagnosis 
and I said in reply: “Well, maybe it still has some- 
thing to do with her appendix.” She said that for 
past three years she had been having sick spells and 
when she got real bad the doctor would let out a 
quantity of pus back of the womb and she would 
be all right until it reaccumulated, when this had 
to be repeated. 

She was taken to hospital and I opened over lump 
in median line and found, what I first thought was 
an inoperable mass, but after working with it a 
sshort time discovered the lower part of ascending 
colon leading down into the mass and by loosening 
up adhesions finally located a perforated appendix, 
which was feeding pelvic abscess. 

Removed appendix and drained through incision and 
she was relieved of all future trouble from pelvic 
abscess, making an uninterrupted recovery. - 

Case to. A gangrenous appendix without pain. At 
operation appendix was very necrotic, but was com- 
pletely surrounded by omentum; this either muffled 
his pain or the necrotic process must have anesthe- 
tized his sensory nerves going to appendix. 

Appendix and portion of omentum covering ap- 
pendix was removed, small drain inserted and bal- 
ance of wound closed; complete recovery. 

Case 11. Only interesting because it was the fast 
case in which I relied on a purse string suture to 
close stump of appendix. This was June 14, 1905. 
He had a post operative hemorrhage into bowel, or 
rather several of them, and became quite anemic. I 
did not lose him but came near enough so that since 
that time I always ligate the appendix and I am 
sure there Will be no anomalous blood vessel that 
might escape a bite in purse string and bleed into 
bowel. 
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Case 12. Man, aged 29 years, desperately sick. 
Appendix so rotten, could not be tied off; cat gut 
cut through like tying a rotten apple; clamped off with 
two clamps, after tying two ligatures loosely, clamps 
left in wound. 

While straining, second or third day following 
operation, patient forced out about eight inches of 
ascending colon. This was carefully replaced and he 
was kept in bed six weeks when he was allowed to 
sit up. The change of position caused obstruction of 
bowel, he vomited fecal matter and had other ob- 
structive symptoms for several days. Operation was 
postponed because obstruction was thought to be due 
to change of position and might adjust itself, which 
it did. Wound had been left wide open; it was be- 
fore we were using adhesive strips, which might have 
retained colon. 

After all his post operative troubles he healed up 
without hernia or other sequela. 

Case 13. Man aged 55 years. Father died of cancer 
of the stomach. Patient has not been well for 30 
years, has tumors of various sizes, all over body. 
Developed symptoms of appendicitis about three or 
four days ago. Was operated upon June 24, 1907. 
Intestines covered with lymph, appendix gangrenous 
and perforated in three places. Unable to return 
intestines to abdomen, so they were punctured to 
let out gas; bowel contents liquid, almost black. 

Patient died six hours after operation; tempera- 
ture and pulse very high before operation. Record 
does not say how case was treated as regards drainage 
and treatment of puncture but foot note says, “opera- 
tion done well enough but not soon enough.” 

Case 14. Lady, aged about 45 years, had operation 
four or five years ago. People said it could not be 
appendix this time because she had had an operation 
before. Her symptoms were, first pain in upper 
abdomen, then at McBurney’s point; very tender here, 
some elevation of temperature and pulse. 

Her symptoms were typical of appendicitis, so 
we decided it would be best to operate and find out 
what the trouble was. 

On opening the abdomen we found that it was 
an acute appendix, and they thought so much of their 
former surgeon, that we sent for her husband to 
come into the operating room to prove that we were 
not trying to put anything over on him. 

A few days after operation they said, “Doctor, I 
guess we were mistaken about previous operation. 
When I was operated on before, a few days after 
the operation, I asked the doctor if I would have 
any more trouble. He said: ‘No, we have removed 
everything.’ He had removed the uterus, both tubes 
and ovaries.” 


Case 15. Man, aged 40 years, operated on Sept. 
13, 1901, at his home at night, the only light being 
a kerosene lamp. One of my assistants had never 
seen an abdominal operation and the other only 
a few. Appendix had ruptured and abdomen was 
full of pus. He was quite septic and in bad condition 
generally, so appendix was left in and wound left 
wide open with cofferdam dressing. 
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He made a good recovery and is alive today. I 
am not sure but that he has a post operative hernia, 
but I feel that we saved his life. Today we would 
likely have gotten his appendix because I am quite 
sure I have taken out many that were worse without 
losing the patient; possibly because we know better 
how to do it. 

Case 16. Young man, about 20 years old, with 
cbscure symptoms. Two other physicians had seen 
the case and helped at operation, the older one said, 
when I came into hospital: “You may find a catarrhal 
appendix but that is all.” I said: “I hope so, but 
| am afraid.” He, the physician, had called it acute 
indigestion. The appendix proved to be rotten and 
‘perforated while I was taking it out. 

Case 17. Sometime about 20 years ago I was called 
to an adjoining town to operate on a case of ap- 
pendicitis. When I arrived the doctor said: “I wish 
you would examine him, he seems better, but half 
an hour ago he was in great pain.” He was free 
from pain, temperature, and pulse normal, abdomen 
soft and no symptoms whatever. He had been suf- 
fering for three days with typical appendicitis symp- 
toms, which let up about 30 minutes before I arrived. 
I said to the doctor: “I believe he has had a per- 
foration and that likely I will not get back home 
before he will have serious symptoms.” 

So we operated on him and found his appendix 
with a side wall perforation large enough to admit a 
lead pencil. Appendix was removed and he recov- 
ered without complications but I don’t remember the 
details of the operation. 

Case 18. Lady, aged 22 years; pains all over 
abdomen for six days, vomited once a short time 
before operation, bowels loose, temperature first 24 
hours around 103, most of time pulse 120, one chill 
on second day; menstruation came normally two weeks 
before, then again on second day of attack, very 
tender all over abdomen, possibly a little worse at 
McBurney’s point. 

Through a median incision found a ruptured, 
gangrenous appendix, foul smelling pus and a gen- 
eral peritonitis. 

Patient died one hour after operation, operation 
likely done well enough but not soon enough. We 
were not able to stop the absorption of toxines. 
It was evident at the start there was no hope for 
the lady without operation and very little with 
operation. 


One’s opinion as to what to do and what not 
to do in such cases is difficult to determine, and 
I believe it must always rest with one’s own 
judgment at the time he sees the case. 

If I were 100 miles from a good surgeon and 
felt that I had a busted appendix with a belly 
full of pus, believe that I would let any Doctor 
make a hole in my belly and let out the pus, but 
if I thought it was not ruptured would wait until 
I reached a good surgeon. 
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Case 19. Man, aged 21 years, complained only of 
constipation at first, but following had symptoms of 
appendicitis. Was operated upon the fourth day 
of attack; appendix had perforated and was gan- 
grenous, abdomen full of pus, intestines covered with 
lymph generally congested. Appendix in such a con- 
dition that it could not be ligated safely; it was 
loosely tied off and clamped with three clamps, which 
were left in and wound was left wide open with 
cofferdam dressing. He was put in Fowler position 
and given Murphy drip but died on the ninth day 
following operation from absorption of toxines. 

Case 20. Girl, 13 years of age, general peritonitis, 
respiration 54, temperature 102, pulse 132, generally 
septic, operated on July 13, 1913; free abdominal 
pus, appendix perforated and gangrenous, also 
patches of gangrene on adjacent tissues. Appendix 
ligated below perforation, wound left open with 
cofferdam drainage. Patient did not rally; died 
about six hours after operation. This case likely 
should not have been operated on; at any rate, the 
appendix should have been left, although it was very 
superficial and easily gotten at. 

Case 21. Boy, aged 18 years, operated on May 27. 
Much thick pus, lymph on intestines, appendix per- 
forated; three clamps left on and surrounding 
stump, two tubes and cofferdam left in for drainage. 
upper angle sutured. Patient died next day, disease 
not arrested. Possibly it would have been best not 
to have gotten this appendix until later, but it is my 
opinion that the cases where there is much lymph 
distributed around on intestine that their chances 
for recovery are very much lessened. 


Case 22. Man, aged 28 years; temperature 101, 
pulse 100, pain at first upper abdomen, some vomiting; 
pain locating over appendix; operated on 6th day 
after onset. 

Intestine adhered to parietal peritoneum and cov- 
ered with lymph; appendix likely imbeded in mass 


below cecum, free thick pus. It was thought best 
not to look for it; some diseased omentum was re- 
moved, dressed with cofferdam, upper part of wound 
closed partially. Patient recovered with a hernia, de- 
veloped obstruction and was operated on one year 
later. 

Appendix difficult to find and remove, pus was 
present; hernia was repaired and he was drained 
again, but did not survive, dying two days later from 
spreading peritonitis. 

Case 23. Man, aged 23 years, operated on March 
16, 1914, about 48 “hours after onset; thin pus free 
in abdomen, intestines covered with lymph, appendix 
perforated and so badly diseased that it almost tore 
in two on being removed. 

it was impossible to suture or ligate so it was 
clamped off with five hemostats which were left on 
and around appendix stump; wound dressed with 
cofferdam and one tube. 

Patient recovered with three sinuses, one com- 
municating with navel, he continued to discharge pus 
and was reopened six months later and all sinuses 
made to communicate with each other. 
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Adhesions were broken up, fascia and muscle sev- 
ered in many places. After being swabbed pretty 
generally with iodine the wound was packed with 
gauze and a separate tube drain placed in lowest 
angle of wound and a separate one placed in a stab 
wound, some of wound sutured. Recovery was un- 
interrupted after this radical operation. 


Case 24. Man, aged 26 years, free abdominal pus. 
intestines covered with lymph, appendix perforated 
and gangrenous. Two clamps, a cofferdam and three 
tubes were left in wound, upper angle sutured, re- 
covery perfect. 

Case 25. Girl, aged 7 years, similar to Case 24, 
treated much the same with one clamp, a cofferdam 
and one tube left in wound; recovery perfect. 


Case 26. Lady, aged 58 years, operation 8th day of 
attack. Large quantity bad smelling pus, omentum 
and intestines in a mass; unable to locate appendix 
without endangering life of patient. Pus wiped out, 
ether poured in wound, left open with double coffer- 
dam dressing; recovery without sequela. 

Case 27. Boy, aged 16 years; simple drainage, no 
attempt made to find appendix, patient being in bad 
condition. 

Ether into wound, cofferdam dressing, upper part 
of wound closed, well until six months later had re- 
current attack. At operation appendix very difficult 
tu locate, intestines inflamed and adhered to each 
other; appendix found in abscess cavity, perforated, 
intestine covered with lymph, appendix was removed, 
small cofferdam drain left in lower angle of wound, 
balance sutured; perfect recovery. 

Case 28. Boy, aged 8 years, operated on Nov. 21, 
1917, fourth day of attack; free pus, appendix curled 
up, gangrenous, covered with lymph, small pin point 
perforation. 

Appendix removed, ether poured in wound, coffer- 
cam pack lower half of wound, balance of wound 
sutured, died Dec. 1, 1917, from absorption of pus; 
operation did not arrest the process. 

Case 29. Girl, aged 8 years, operated on eighth 
day of attack; free thick pus, intestines adherent and 
covered with lymph. Appendix was not removed. 
Patient was in rather bad condition; wound left open 
with cofferdam and two tubes; complete recovery, 
no complication, now five years. 

Case 30. Boy, aged 17 years, very much like Case 
28, treated the same, now six years and no trouble 
seems to have come from leaving appendix in. 

Case 31. Man, aged 21 years, operated on about 
the fifteenth day of attack; free pus, adhesions, peri- 
tonitis. Patient’s general condition very bad; nothing 
was done except to get in and get out as quickly 
as possible. 

Wound was ieft wide open with cofferdam. The 
second day he ballooned up and seemed about to 
pass away. Wound having been left open intestines 
were very easy to puncture, so a small hole was made 
in most protruding loop, relief was immediate and 
he proceeded to get well. 


He had a fecal fistula and returned to hospital 
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some time later for its repair. After reaching hospital 
took a coughing spell and a loop of gut came out 
through fistulous tract; this gut was returned and 
that was the end of his fistula, this demonstrating 
the assistance nature is to us if we give her half 
a chance. 

Case 32. Boy, aged 15 years, only interesting in 
showing rapidity with which gangrene develops. Taken 
sick at 5 a. m., operated on at 8:30 p. m. Appendix 
gangrenous from top back one inch, but not per- 
forated. 

Case 33. Man, aged 58 years. Appendix perforated 
and gangrenous, removed, wound sutured except for 
small drain. Patient remained very sick and died 
one week later. Autopsy findings; tissue about ap- 
pendix operation normal, mesentery of entire small 
gut thickened from one-half to two inches in some 
places. On questioning the relatives learned that 
eight years before he had had a cancer removed 
from his lip, evidently this was a metastasis in 
mesentery and may have been the cause of his gan- 
grenous appendicitis, the circulation having been much 
disturbed in mesentery. 


Case 34. Lady, aged 49 years, operated on Aug. 
4, 1919; oblique incision at McBurney’s point; little 
free fluid, appendix gangrenous entire length, also 
perforated, pocket of pus about one tea cup full. 
Appendix ligated, cavity filled with ether, one soft 
rubber and one gauze drain, wound sewed except 
at drainage point, cellosilk tissue applied over suture 
line. 


Patient had rather a stormy time for two weeks, 
bowels filled with gas and a loop of intestine bulged 
into wound. To relieve the distention a hypodermic 


needle was inserted into protruding bowel and 
fastened there until all the gas had escaped, this 
gave her complete relief and she recovered after 
quite a long confinement. Was left with small fecal 
fistula, which will likely close in time, it does not 
discharge any to speak of now, and it has been my 
custom to allow nature to take care of fecal fistulas 
unless patient is losing ground or unless it runs over 
a year. 

Case 35. Girl, aged 12 years, operated on April 
22, 1911; sick about a week, symptoms more like ty- 
phoid, free pus in abdomen, appendix gangrenous, 
dense adhesions ; appendix removed subserously. Tube 
drain left in wound, which drained nicely for some 
time, but she had chills continuously both before and 
after operation, and died May 13, just three weeks 
after operation. 

Autopsy findings: neighborhood of appendix nor- 
mal, multiple abscesses in liver, one containing a tea 
cup full of pus. 

Six weeks before beginning of appendicitis she 
had a severe attack of mumps. Whether the mumps 
caused the abscesses in liver and they caused the 
appendicitis or whether the appendix caused the liver 
abscesses we were unable to determine. 

She had in all thirty chills following operation and 
a similar case would lead me to reoperate and explorc 
the liver. 
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Case 36. Lady, aged 47 years; acute appendix, about 
48 hours duration. Patient was suffering from an 
exophthalmic goiter, pulse running from 120 to 160. 
She was so sick with goiter that I was afraid to 
give her an anesthetic, and she was so sick with the 
appendicitis that | was afraid to take a chance with- 
veut operation, so we operated on her. Found‘a 
condition I had never encountered before; her ap- 
pendix was mortised into the lateral and posterior 
abdominal wall so perfectly that we said, at first 
glance, that here was where it was. After a short 
search we found that the cecum terminated at the 
beginning of this gangrenous area and after work- 
ing in this neighborhood for a short time began 
to shell the appendix out of a perfectly fitting trench, 
made for it in the lateral belly wall. She made a 
perfect recovery and best of all her goiter symptoms 
have all disappeared. 

Case 37. Man, aged 31 years, operated on the 10th 
day of attack. Appendix very hard to locate; on 
epening a deep seated abscess the whole of the ap- 
pendix, except the serious coat, wormed its way out 
of the abscess cavity. This part of the appendix 
was tied off and wound filled with ether and closed, 
except for two small drains. He had a very stormy 
convalescence, he had obstruction of bowels, vom- 
ited fecal matter for several days, even after we 
made a fecal fistula, but I hesitated to reopen the 
abdomen on account of the seriousness of his casc. 
He was operated on in December, 1919, and _ still 
has a very small fistula, which nature seems to be 
taking care of. 

He was one of four cases that | operated on 
in 19 hours one day last December. They were 
all perforated, and all recovered except the one 
who died about three weeks after operation with 
pulmonary thrombosis. 

While this list is not large and only represents 
2 portion of the cases, it shows some of the most 
interesting cases I have had and partially the 
general line of treatment carried out. 

There were 156 cases in all of perforated ap- 
pendices, about 60 of which were left wide open 
with cofferdam drainage. In about 15 the ap- 
pendix was not removed and, as far as I have 
heen able to ascertain, only three of these cases 
had to be reoperated on to recover the appendix. 
In many of the adherent cases we were able to 
remove the appendix subserously without damag- 
ing the adjacent organs. 

It has been my practice to try and get the 
appendix in all cases unless, by doing so, the 
patient’s chances for recovery were jeopardized. 

The first great trick in surgery is a living pa- 
tient. 

A most elegant operation or fine demonstra- 
tion of one’s operative dexterity followed by the 
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death of the patient don’t “bring home the 
bacon.” 1 have frequently said, the Doctor re- 
moved the pathology but the undertaker removed 
the patient. 

The average person is not interested in your 
diagnosis if you haven’t anything to offer him 
as a remedy for his ills. ‘They pay for something 
besides diagnosis. ; 

I once had a prominent man in consultation 
on a case of nephritis. He said, after examining 
the lady, “it is a case of nephritis, but I don’t 
know a thing about the treatment.” We were 
aware of its being nephritis before he came, and 
his consultation was really of no value to the 
patient. 

1 believe that the appendix should be removed 
in all cases if it is po&sible to do it without en- 
dangering the life of the patient, and the ques- 
tion of whether to go on and search for it or close 
without removing it is one that must be decided 
by the individual operator. Affer he has had a 
reasonable afnount of experience he is better able 
to judge what to do and what not to do. It is 
my opinion that the good surgeon is the one 
who knows what not to do. 

It is easy to say get the appendix in every 
case, but there are a few cases in one’s experience 
where such a course is ill advised. I once at- 
tended a busy clinic where the surgeon had taken 
out two or three appendices in a few minutes, 
so the next one I thought I would time him and 
he had run over 45 minutes without getting it. 
It was a case with many adhesions and not easy 
to locate. 

I haven’t much belief in the saying, “the ap- 
pendix has sloughed away.” I think it should 
be, the Doctor didn’t find it. It is possible 
for the appendix to slough away likely if one had 
a gangrenous process which destroyed the whole 
appendix, but I have only seen one of these 
cases where there was no appendix, after I had 
located the place where it should be, and even in 
this case, there was a stump of an appendix. 

To-day I seldom leave a case wide open unless 
the patient is desperately sick and I only wish 
to open the belly, (which is full of pus) let out 
the pus, pour in some ether and pack in a cof- 
ferdam under primary anesthesia. In such cases 
I like to put one stitch on each side, fixing peri- 
toneum to skin, this is done so that when wound 
heals, (as it does frequently without hernia) you 
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will at least have peritoneum to peritoneum, like 
healing to like better than otherwise. 

The outer layer of cofferdam is usually left 
in for ten days, inner strips of iodoform being 
replaced every second day. 

I find, in looking over the cases, that clamps 
were left protruding from wound in 19 cases. 

I discontinued purse string on appendix stump 
about 12 years ago. Today I ligate stump with 
three separate ligatures of plain No. 3 catgut and, 
after swabbing stump with Tinct. of Iodine twice, 
drop it back without inverting it. 

During the past five years I have been in the 
habit of pushing the omentum away from line 
of incision just before closing. I believe that 
intestine is more apt to pull away from in- 
cision, on account of the continued peristalsis. 
and you are less liable to have post operative ad- 
hesions, 

I also try to evert the peritoneum rather than 
invert it. 

For some time I have used a double row of 
sutures on the fascia and, if patient is very fat, 
stitch skin loosely or not at all. After opera- 
tion is finished the line of incision is given an 


extra swab of iodine and a piece of cellosilk laid 
over the line of incision. 


DIscUSSION 


Dr. D. W. Graham, Chicago, considered the paper 
as a kind of history of the evolution of the surgeon 
who started in without experience. But improving 
his own technique by experience which came to him 
from year to year, you can see each step of develop- 
ment, from twenty-five years ago down to the present 
time,—he is a much better surgeon today than he 
was then. That can be said of almost anybody 
who is practicing surgery. 

We hear a good deal said today about limiting 
surgery to experienced surgeons. Well, that is ri- 
diculous, as everybody knows. The experienced 
surgeon had his day of inexperience. We used to 
graduate, and I guess we do yet, men from the col- 
leges that had just as much license to practice surgery 
as they had obstetrics or as they had to treat fever 
or headaches or anything else. Now, the colleges 
sent them out, and the men connected with the col- 
leges are criticizing these very men for doing surgery. 
They have been taught under these same men for 
three or four years, and then they go out and these 
same surgeons say that these young men haven’t any 
right to do it until they have had more experience. 

The grape seeds in the first case he operated on 
were probably nothing in the world but fecal con- 
cretions, shaped sometimes like grape seeds, some- 
times like the kernel of a peanut. Yet, of course, 
you once in a while find a foreign body in the ap- 
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pendix, but it is so very rare that it hardly needs to 
be counted. 

The doctor’s record shows he doesn’t attach as 
much importance to the McBurney point as he used 
to. Now, McBurney was a great surgeon, but it is 
a detriment that he ever invented such a phrase as 
that, or ever allowed it to be used, and I will guar- 
antee he was ashamed of it before he died. As a 
matter of fact, it should be obliterated and dropped 
out of medical literature. It has nothing to do with 
appendicitis, nothing to do with surgery, is no guide 
to anybody, no help to anybody. 

Now, of course, we have all learned a good deal 
in twenty-five years, Dr. Sala and the rest of us. In 
the first place, we do better drainage than formerly. 
Formerly we commonly used a glass drainage tube, 
and it proved to be one of the curses of surgery. 
Following the use of that you had fecal fistula, fre- 
quently due to the pressure of the inflexible drainage 
tube. 

It is interesting to notice how little gauze is used 
in the abdomen today in this class of cases, and how 
little cofferdamming. The doctor still sticks to that, 
as I understand it, but if he will go a little further, 
he will abolish that. 

Another abomination is the cigarette drain. A 
cigarette drain will not drain, it blocks the drainage. 
There is nothing that will give as good drainage 
as a simple, moderately stiff drainage tube, proper 
dimensions and proper caliber to suit the case. In 
the bad cases of pus and septic fluids, if you will 
introduce just a clear tube, just the right depth, 
just the right caliber, aspirate that tube once or 
twice or three times in twenty-four hours where there 
is much discharge, you will get better drainage than 
any other possible way that has been devised up to 
the present time. 

Injecting fluids is another thing that makes chills 
run down my back—to see anybody try to wash out 
an abdomen with chemicals, with ether or undue 
swabbing. 

What I mean is this—that the evolution of this 
operation is such that today we have come down to 
the very simplest steps possible. Some more things 
need to be abolished before we arrive at this perfect 
stage, but the whole tendency has been in the way 
of simplicity of procedure and will be. 

Dr. Thompson, Chicago: Of course, you all know 
that it was through Dr. Murphy’s efforts that a good 
deal of the surgery of the appendix was adopted. 
If Lee had only written a book on his reminiscences 
and recollections, it would have been a wonderful 
thing, because he was a wonderful story teller. He 
told me many times about his and Murphy’s first ex- 
perience with a real ruptured appendix. 

They had opened up appendiceal abscesses several 
times during the course of three or four years, 
’89, 90 and ’91, but had never been able to see 
a real appendix in a live state. Unfortunately, they 
had never come across it in post mortems at the 
county hospital, where their work was done mostly. 
So Murphy planned that the next time they were 
blamed for any one dying after one of these opera- 
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tions, they were going to see what was inside that 
belly. 

Finally a young boy died following an operation 
for peritonitis. The people set up an awful howl 
about the doctors having killed the patient, as was 
Dr. Sala’s experience. That was just what they were 
looking for. Murphy’s resourcefulness came into 
play. He said, “All right, we killed him; get the 
coroner.” They got the coroner, which was what 
Murphy wanted, and then Murphy demanded an 
autopsy. Then they changed their minds because, 
of course, an autopsy was an abominable thing, but 
he insisted and for the first time they saw what 
a ruptured appendix really looked like. 

It was a case of general peritonitis with a per- 
forated appendix, but it took a good deal of re- 
sourcefulness on his part to find out what it really 
looked like. 

Dr. O’Byrne, Chicago, has not ligated the stump 
of an appendix for years, but uses a purse string 
suture of catgut about the base of the stump usually 
before removing the appendix, sometimes afterwards, 
and never uses any caustic of any kind on the stump, 
but inverts the stump and closes that very small 
opening into the bowel. We have never had hemor- 
rhages, and you never do have hemorrhage unless 
you invert with the artery of the mesal appendix 
which you should not do. You never get a hemor- 
rhage from the wall of the bowel or from its mucosa. 
If there is just a small opening in the bowel which 


you want to close, tie it up with two or three ligatures 


and cauterize it with iodine ether. The simplest 
thing is the purse string suture. After you have 
crushed the appendix with your forceps, there is ab- 
solutely no danger of any hemorrhage into the mucosa 
or bowel wall. In closing the abodminal wall, it 
has been years since he has used catgut in the fascia. 
You always get more reaction around the catgut than 
you do around a non-absorbable suture. He closes 
the peritoneum with catgut, a double suture, and then 
closes the fascia and skin with silk worm gut suture 
which is removed about the ninth day, and he very 
rarely has any suppuration in the abdominal walls 
since he quit using catgut in the fascia. You will 
go along without suppuration from catgut for many 
years and then you will have two or three cases 
that will suppurate when you are using catgut in 
the fascia all the time. 

DR. SALA (Closing Discussion): I want to 
thank these gentlemen who discussed the paper, espe- 
cially Dr. Graham. I hadn’t a chance to let him 
look it over until this morning, for I didn’t get to 
finish it. It was more of a job than I thought when 
I started out on it. 

I haven’t used a glass drainage tube for a good 
many years, and I never use a hard rubber tube 
except in gall bladder work. I like a firm, good, 
hard rubber tube for that, and possibly in chest work, 
if I was going to use an ordinary tube—which I 
never do—but I understand, I think, the reason for 
not using it. 


E. M. SALA 21 


We call all these things cigarette drains sometimes. 
My cigarette drains are as big as a sausage, and they 
are as soft as mush, and I don’t think they ever hurt 
anyone. 

The doctor says I will stop using the cofferdam. 
I don’t think I ever will, because I have saved too 
many patients. I don’t use it very often, it is true, 
but I use it in cases where I want to get in and get 
out in a hurry. It isn’t like stuffing gauze in the 
abdomen and filling it up. You put your cofferdam 
in, which consists of two layers of gauze, and in these 
two layers of gauze four or six strips of gauze are 
placed. It packs the intestines back, and if you pull 
those strips out in twenty-four or forty-eight hours, 
those strips don’t interfere with nature’s exudate, 
which is helping to cure your case. The two layers 
of cofferdam are left for eight or ten days. I don’t 
think I will ever stop using the cofferdam drainage 
in certain cases. I don’t use it quite like I used to. 
I sew up my cases a good deal more than I used to. 

Dr. Graham said something about washing out the 
intestine. I never do unless I have a belly full of 
fecal matter, and a man is a chump that wouldn’t 
wash it then. I do pour in ether, but I don’t pour it 
in to wash out the cavity. If you have never used 
ether, you should use it to see what it does. You 
put it in some of those pus cavities and there is no 
more pus—it absolutely stops it. 

I had a case of a man with a quart of pus. I 
dumped out the abscess and wiped it out and then 
poured that abscess cavity full of ether. I don’t 
think that fellow discharged a tablespoonful of pus 
during his convalescence. I read about that several 
years ago and I thought then I would use it some 
time, but I never did do it until I saw Will Mayo 
putting it into an abdomen one day, and I began to 
use it after that. It really is a very good thing, and 
I would recommend to any of you to pour ether right 
into your pus cavity. 

In answer to Dr. O’Byrne’s criticism about ligat- 
ing the stump, I stopped using the purse string suture 
ten or twelve years ago just simply on account of 
hemorrhage. You say you don’t get a hemorrhage, 
but if you will get one then you will quit. I have 
seen no harm coming from the appendix being 
ligated, and the reason I put three strings on is 
because one may slip. I have often said that I put 
one on for the anesthetizer and one for the assist- 
ants and the last one for myself. I have had no 
trouble since I have been ligating the appendix. 

As regards sewing up the abdomen, I also stopped 
using silk worm sutures in the abdomen about ten 
or twelve years ago. I can't see any particular advan- 
tage in them. I do do this, however—I sew up my 
fascia with two or three layers of catgut suture, I go 
up and down with the continuous suture. I go up 
and back again, and I don’t care if the rest of the 
wound does come open if I get my fascia healed, 
I am not going to have any hernia. 
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The purpose of this paper is to emphasize the 
inherent advantages both to community and 
physician of early reporting of suspected and 
diagnosed cases of pulmonary tuberculosis. A 
firm determination on the part of health offi- 
cers to secure this early notification is a public 
health step that will go far, first to secure better 
control of tuberculosis at the sources of its first 
appearance, when it begins to infect new soil, 
and second, it will do much to promote earlier 
Incidentally, 
this latter will serve to answer the prayer of sana- 
toria superintendents that cases in the earlier 
curable stages of the disease be sent to them 
rather than the hopelessly advanced, which now 
constitute the bulk of admissions to our public 
institutions in such enlightened states as Massa- 
chusetts and Illinois. A plea is made that tuber- 
culosis be treated in the same manner as the 
acute contagious diseases, as far as notification is 
concerned, inasmuch as it causes a greater degree 
of mortality and morbidity. 

In Illinois we are indeed fortunate in having 
already in force rules and regulations which mark 
our commonwealth as one of the most progressive 
in the fight against the “White Plague.” Com- 
pulsory notification has the authority and sane- 
tion of the law behind it. Rule 1, of the Rules 
and Regulations formulated by the State Depart- 
ment of Health for the control of Tuberculosis, 
reads as follows: 


clinical recognition of the disease. 


Rule I.—*‘Reports.” Every physician, at- 
tendant, parent, householder or other person hay- 
ing knowledge of a known or suspected case of 
pulmonary tuberculosis must immediately report 
same to the local health authorities. 

The powerful instrument of compulsory notifi- 
cation is at hand. It needs only courageous and 
use to insure the most brilliant 
results. These results in my opinion, will be 
greater than anything to be hoped for from the 


vigorous 


* Read before the Seventieth Annual Meeting of the IIli- 
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less impressive traveling exhibits, lectures and 
other means of educational propaganda that in 
most cases get no farther than children and a 
very small percentage of adults. Compulsory 
notification with its correlated follow-up work, 
is the agent which reaches into the hot beds of 
disease and leads to the instillation of timely 
knowledge in an emphatic and systematic way. 
Right standards of living are indissolubly con- 
nected with reduction in tuberculosis. 
sury notification tends to render these standards 
obligatory in the community instead of merely 
optional. 

It is rather well known that tuberculosis has 
heen lagging in the decline which has been mark- 
ing the course of contagious diseases in the past 
decade or two. This would tend to question 
seriously the efficacy and adequacy of the special 
methods and activities hitherto employed for its 
conquest. William Charles White, in the 1915 
National Association Transactions, states “We 
cannot possibly avoid the facts that in spite of 
all our labor, our results are not what we might 
have expected on a right premise; for our reduc- 


Compul- 


‘tion in morbidity and mortality from tuberculosi: 


has not kept pace with the reduction in the 
general death rate; and further, our reduction in 
mortality was about as great before we started 
our present methods, and in proving how great 
the influence of our efforts has been, we usually 
neglect all the influences that operated before we 
began.” 

Craster in a recent article published in the 
Journal A. M. A, states :— 

“It may be said that in spite of the great 
decreases recorded in the mortality from tuber- 
culosis in the registration area, the disease must 
still be prevalent to a degree resembling the wide 
spread epidemics of contagion of earlier days. 
In spite of intimate knowledge it is evident that 
our empiric methods have so far failed. ‘Tuber- 
culosis, ‘lingering like an unloved guest,’ by its 
very perversity calls for our utmost efforts for 
its eradication.” 

Frederick Hoffman, Statistician of the Pru- 
(lential Insurance Company, has clearly demon- 
strated that the decline in tuberculosis since 
the introduction of special methods for its reduc- 
tion has been no greater than before their use. 

Much color and basis exists for these pessi- 
mistic conclusions, when we read the United 
States Government report on the deaths from tu- 
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berculosis during the past three years. The 
figures are as follows on deaths from this dis- 
ease in the registration area. 


141.6 per 100,000 population. 
146.4 per 100,000 population. 
149.1 per 100,000 population. 


Since the promulgation in 1917 of the State 
Rules and Regulations dealing with tuberculosis, 
an earnest and unrelenting endeavor has been 
made in Chicago by the present health commis- 
sioner, to have all diagnosed and suspected cases 
promptly reported by each physician in turn who 
sees professionally a case of pulmonary tuber- 
culosis either as family physician, consultant, or 
in any other special capacity. If symptoms are 
present which to a reasonable and liberal degree 
suggest tuberculosis, that case is considered to 
come under the category of “suspected case” re- 
ferred to in the rule just read. 

It may be of interest and value to give in detail 
the method of follow-up which is instituted in 
Chicago following each report of a case of tuber- 
culosis. All such reports are handled by the 
Municipal Tuberculosis Sanitarium, which is 
empowered to conduct the tuberculosis activities 
of the Health Department. 

When a suspected case is reported, communica- 
tion is opened with the notifying physician, who 
is asked if circumstances are such that the pa- 
tient will continue under his supervision and 
report to him regularly for periodic examination. 
He is also requested to send a specimen of the 
patient’s sputum to the health department as re- 
quired by Rule IV of the afore-mentioned State 
Regulations. If the physician states that he will 
see the patient periodically, a call is made by a 
tuberculosis visiting nurse after the lapse of five 
or six weeks. She is instructed to ascertain 
whether the patient is in fact reporting to his 
physician or not, and if sputum has not already 
been sent to the health department to arrange to 
procure it. These visits are made at intervals 
of six weeks or two months, till a diagnosis of 
the case is reported by a physician. 

If the patient does not return to his physician, 
or to some other physician, he is tactfully in- 
formed that the health department rules require 
a suspected case of tuberculosis to be under su- 
pervision by either a private physician of his own 
choice, a private dispensary or one of the Muni- 
cipal Tuberculosis Dispensaries of which there 


EUGENE J. O’NEILL 23 


are eight conveniently located so as to serve best 
all sections of the city. Probably seventy-five 
per cent. of these cases will elect to return to 
their private physicians. Right here allow it to 
be said that many a procrastinating, ignorant or 
careless individual is kept in sight, who might 
otherwise turn up later in an advanced stage of 
the disease. Through sputum examination at this 
juncture many an open case is detected and 
prevented from disseminating infection to his 
family and others. 

If the reporting physician on being communi- 
cated with states that circumstances are such 
that he cannot follow-up the suspected case, the 
visiting nurse calls and presents to the patient 
the necessity of being examined further, either 
by a private physician or at a dispensary if he 
cannot afford the services of a private physician. 
Repeated refusal to cooperate after a number of 
visits have been made by the nurse and her super- 
visor and refusal to be examined in his home by 
a physician from the nearest municipal dispen- 
sary results in his home being placarded just as 
would occur if the patient were reported as 
having suspected scarlet fever or diphtheria and 
refusing a determination of his illness. This 
is seldom necessary as most individuals are made 
to see the benevolent purpose of the interest taken 
by the Health Department in their illness. 

If the case reported is recorded as a diagnosed 
case, it is ascertained whether the physician is 
tc continue the medical supervision or not. This 
specific inquiry is made because many cases are 
reported by insurance examiners, industrial phy- 
sicians and other types of doctors who do not in- 
tend te treat the cases. In this instance, the 
nurse ascertains if patient is under treatment 
any place. If lack of funds to see a private physi- 
cian is pleaded, insistence on dispensary observa- 
tion is made. Sputum is obtained from time to 
time if not already sent to the laboratory. At 
this point it should be said that the nurse is 
often of great assistance to the family and physi- 
cian in helping to settle many problems that 
arise. Sometimes she places the family in touch 
with societies and agencies that will help the 
family while the mother or bread winner is tak- 
ing the cure at a sanitarium. At times many a 
partially arrested case is stayed from disregard- 
ing the advice of his physician and returning to 
work prematurely and in an unfavorable inviron- 
ment. 
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If a patient, who has been diagnosed as tuber- 
culous by one physician, consults another who 
tells him he is non-tuberculous, the latter diag- 
nosis is not accepted by the Health Department 
unless two physicians make a formal report to 
this effect, one being preferably a physician 
known to do special tuberculosis work. The 
reporting of a case often prevents it falling into 
the hands of less competent or unscrupulous 
physicians who from one motive or another as- 
sert a different diagnosis, perhaps to belittle the 
first physician or to cater to the desires of the 
patient or his family who wish no mention made 
of tuberculosis. Many a gullible person is saved 
from extortion and poor or useless treatment by 
quacks who cannot operate so well when a pub- 
lic health nurse is an occasional visitor. 

The plan of procedure just given benefits the 
physician from a scientific and economic stand- 
point. The follow-up work tends to procure the 
cooperation of his patients. In the public dis- 
pensaries an effort is made to have patients keep 
under private supervision wherever this is not 
a hardship for them to do. It benefits physicians 
in yet another broader way. Physicians have 
said that the interest taken by Health Depart- 


ment in tuberculosis has led to a corresponding 
interest in the public. More people present them- 
selves for examination for possible early mani- 


festations of tuberculosis. Minor ailments are 
given more consideration. 

The number of cases reported by private physi- 
cians notwithstanding the declining death rate, 
is constantly increasing as shown by the statistics 
of the Municipal Tuberculosis Sanitarium. Dur- 
ing the first four months of 1919, 1,232 new 
cases were reported by private physicians. This 
compares with 1,331 during the same months of 
this year, an increase of 99 cases. During the 
same period there were 1,268 deaths as compared 
with 1,051 in 1920—a decrease of 217. 

Since the Municipal Tuberculosis Sanitarium 
started to enforce the notification of tuberculosis 
each month has shown an increase in the number 
of cases reported. 

It is regrettable to say that measures out of 
the ordinary had to be taken to compel physicians 
to heed more carefully and generally the State 
rules and regulations in the matter of reporting 
their suspected and diagnosed cases. After these 
rules and regulations had been promulgated the 
entire medical profession was informed several 
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times by letter and pamphlets of the new re- 
quirements. This had a seemingly slight effect. 
Physicians still continued to sign death certifi- 
cates stating they had attended the deceased 
for months, no record of the case being in the 
files of the health department. Cases were con- 
tinuing to come to the dispensaries in a far 
advanced state after passing through the hands 
of a number of physicians, not one of whom had 
reported the case, 

Hence it was decided that something more em- 
phatic than printer’s ink had to be used to secure 
compliance with the law and incidentally to 
check wholesale infection of children and con- 
stantly recuring crops of open cases. It was re- 
solved henceforth to send to each physician on his 
first violation, a letter concerning his 
non-compliance in a particular case, together 
with a copy of the State rules for his future 
guidance. On second violation he was to be 
called before a hearing board, consisting of an 
attorney from the city prosecutor’s office, the 
chief of the quarantine department and several 
members of the Staff of the Municipal Tuber- 
culosis Sanitarium. The tribunal was to be 
chiefly educational and not disciplinary. He 
is again apprised of his short comings and the 
need and value of reporting his cases is pointed 
out to him aside from the mere technical legal 
misdemeanor. A third violation calls for prose- 
cution in court. In but very few cases was it 
necessary to go to this extreme. 

Instances of violation of the State rules are 
discovered through examination of death certifi- 
cates and from the history of the past treatment 
of advanced cases coming to the municipal dis- 
pensaries. Cases reported to the Health Depart- 
ment in an advanced stage are also investigated 
for inexcusable delayed reporting. 

Since the introduction of these measures re- 
porting by private physicians of suspected and 
diagnosed cases has been more general and earlier. 
The number of physicians who continue to treat 
cases of tuberculosis for months and months and 
report their cases only shortly before death, or 
when they are about to go into the hands of 
others, is rapidly decreasing. 

It is not far fetched or illogical to conclude 
that compulsory notification of suspected and 
diagnosed cases of tuberculosis is a public health 
measure of transcending value in achieving the 
conquest of tuberculosis. It justifies health 
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authorities in taking whatever action is neces- 
sary to secure this notification. 

It operates in the interest of public health by 
leading to the detection of an increased num- 
ber of open cases and to their hospitalization 
or proper quarantine—one big avenue of attack 
against tuberculosis. It enables us to know the 
approximate number and location of the enemy 
which is of the utmost importance for success in 
any kind of warfare. 

It leads to earlier diagnosis and earlier scienti- 
fic treatment which is the other avenue of at- 
tack used in the successful Chicago Campaign 
against the “White Plague.” 





TREATMENT OF SOME PELVIC 
INFLAMMATIONS* 


C. H. Tearnan, B. 8., M. D. 
DECATUR, ILLINOIS. 


Pelvic Inflammation, acute or chronic, applies 
to inflammation in the pelvis outside the uterus. 

We will discuss chiefly the gonococcal infec- 
tions with a few remarks on the pyogenic in- 
fections. 

To operate during the acute stage of pelvic 
inflammation is most unwise unless pus is pre- 
sent and can be drained without exposing the 
peritoneum to infection. 

Delay in operating for gonorrheeal pelvic in- 
flammation is rarely dangerous as such cases 
tend to become chronic. The first attack is sel- 
dom fatal. 

Put the patient to bed in the Fowler posi- 
tion, employ gastric lavage and allow nothing by 
mouth, not even water, in the severe cases. We 
condemn the use of cathartics, relying on oil 
enemata and cleansing enemata and later liquid 
petrolatum by mouth when able to partake of 
liquid diet. Apply large hot moist dressings to 
the abdomen, endeavoring to keep them at as 
near 110° F., as possible We have found the 
electric pad very serviceable in that respect. 

Give the Murphy drip, adding bromides or 
mild sedatives as necessary for comfort. Codein 
or morphin are used only if necessary for pain. 
We frequently substitute the glucose and sodium 
bicarbonate solution (one-half ounce of each to 
one pint of water) where the drip must be main- 


*Read before the 70th Annual Meeting of the Illinois 
State Medical Society, at Rockford, May 19, 1920. 
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tained for over forty-eight hours. We have not 
found it necessary to give rectal feedings. 

Use frequent large hot vaginal douches raising 
the temperature of the water gradually and much 
hotter solution can then be borne. Use no force 
and give the douche slowly. Cold douches and 
cold abdominal packs are used by some. We 
have preferred the hot applications although the 
ultimate effect may be the same. 

Make as few pelvic examinations as possible, 
und then be gentle as there is always danger 
from trauma. 

Much of the foregoing may seem trivial, but 
it is nevertheless important to pay attention to 
the little details, if one expects to attain good 
results in the treatment of acute cases. 

More extensive lesions follow the more severe 
attacks and in those cases of long duration or 
those in which there have been repeated attacks 
salpingitis, pyosalpinx, hydrosalpinx, peri-oopho- 
ritis, oophoritis, tubo-ovarian abscesses and tubo- 
ovarian cysts result. Adhesions are almost con- 
stantly present in greater or less degree. Both 
sides may be involved similarly or there may be 
one type of lesion on one side and another on 
the other. The pathology may all be confined to 
one side. However, one rarely finds a normal 
tube on either side.after several recurrences of 
acute pelvic peritonitis. 

The gonococci become attenuated and are fre- 
quently destroyed in the great majority of cases 
in from two to four months. They may survive 
for years in exceptional instances. The pyogenic 
cocci retain their virulence very much longer 
than the gonococci. Some writers point out that 
a few cases are cured by the palliative treat- 
ment, but we must consider the majority of pa- 
tients who have been through an acute attack 
of pelvic peritonitis as essentially surgical al- 
though there is undoubtedly an approach toward 
normal, It is this tendency toward resolution, 
and the fact that gonococci later became in- 
nocuous, that should lead one to defer opera- 
tion for at least two to four months. One can 
readily see what this means. The operation can 
be performed with greater ease. There will be 
fewer infections, fewer adhesions and fewer her- 
niae, as drainage in the incision proper will not 
be necessary. Post operative peritonitis usually 
results from too early operation. Thus the mor- 
tality will be reduced by late operation. 
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If, during the acute stage, pus is present it 
should be drained extraperitoneally. Carefully 
determine the position of the uterus, make an 
incision behind the cervix and dissect upward to 
the abscess. Drain with soft split rubber tube. 
Streptococcal abscesses are usually located in the 
connective tissue and sometimes cannot be reached 
by the vaginal route. They must then be drained 
by the extraperitoneal operation above Poupart’s 
ligament. The above procedures may be followed 
in those cases with alarming symptoms where 
there is no definite abscess, but a mass formation 
which is becoming increasingly tender and larger. 
The same applies to virulent cases of pelvic 
peritonitis. Abdominal section for streptococcal 
infection is attended by the gravest danger, a 
severe general peritonitis being frequently set up. 

After the acute attack endeavor to build up 
the patient’s health. Some writers advocate the 
open air treatment during the acute attack. Get 
the patient into the open air at least after the 
second or third week provided the temperature 
and pulse are normal. Give tonics, continue the 
douches, and insist on rest during menstruation. 
Tampons may be used, but great care should be 
exercised in applying them. If used too early 
they may do more harm than good. Advise 
strongly against sexual intercourse. 

We recommend to our patients the use of 
liquid petrolatum for the bowels as fecal accumu- 
lations will only be an added irritation to the 
pelvic inflammation. 

If there is a recurrence of the acute symptoms 
the patient should again go through the course 
of treatment outlined. 

The abdominal operation is best put off for 
from two to four months after the acute attack. 
The temperature should remain normal. Operate 
at least one week after menstruation as more 
micro-organisms are present in the discharges at 
and immediately following the period. Infection 
is then less likely to occur. It is possible that 
hemorrhage may be more difficult to control if 
the patient is operated on during the menstrual 
period and it is of prime importance to have good 
hemostasis when operating on cases of pelvic 
inflammation. Blood clots and blood serum would 
make good culture media if there were any or- 
ganisms present. 

The operation of salpingostomy has been per- 
formed many times, but has not been attended 
with good results and should only be performed 
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in exceptional cases. It is dangerous to attempt 
conservation of a tube in the presence of in- 
fection. Very rarely one finds a healthy tube 
with the other diseased. Such healthy tubes may 
be saved, but even then the apparently normal 
tube may subsequently become infected. 

Patients with diseased tubes are usually sterile. 
Salpingectomy should therefore be performed 
and a wedge shaped portion of the uterine cornua 
removed. Failure to carry out the latter step has 
resulted in the formation of cornual abscess. 

Before operating for ovarian disease consider 
the age of the patient and her temperament. 
Inquire into the number of children and if she 
has none ascertain just how earnestly she desires 
offspring. 

Women who must support themselves and 
families by hard work will usually leave the type 
of operation to their surgeon. They must have 
their health and half way measures cannot often 
be considered. They cannot afford to be invalids, 
to be under treatment, or submit to more than 
one operation. 

Following a double Odphorectomy, the patient 
is subjected to the psychic effect of cessation of 
menstruation. The trophic influence of the 
ovaries is lost. Pregnancy is no longer possible. 
Many women become definitely neurasthenic. 
For these reasons ovarian conservation should be 
practiced in part at least. We cannot conserve 
in all cases. 

We can conserve many ovaries in cases of peri- 
odphoritis by removing the offending tube. The 
ovary will then frequently undergo resolution. 

Odphoritis occurs in the cases of longer 
standing. Such ovaries ordinarily cannot be 
conserved as the important tissues are virtually 
destroyed. Ovarian abscesses should be excised. 
Small ovarian cysts can be punctured and the 
larger ones removed. Remember that an en- 
larged ovary is not necessarily diseased. 

When endeavoring to conserve an ovary after 
salpingectomy or after partial excision of the 
ovary be particularly careful not to interfere with 
the ovarian blood supply or cystic degeneration 
will follow. It were better to remove the ovary 
at once than subject the patient to a second 
laparotomy. 

Conserved ovaries should be suspended with- 
out putting tension on ‘he tissues or here again 
there will be interference with the blood supply. 

A large percentage of failures in operating on 
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cases of pelvic peritonitis can be attributed to 
failure to provide against ovarian prolapsus. 
The uterus is almost invariably found in a pos- 
terior position and should be brought forward 
and the round ligaments shortened. We have 
performed ventral suspension in addition in 
many cases, believing that it temporarily takes 
a sufficient amount of tension off the round liga- 
ments to allow them to become firmly united in 
their new position. 

Ventral fixation occasionally is performed 
where the operation has rendered the patient 
sterile. 

We will not go into the subject of ovarian 
transplantation other than to say that so far 
the results are not over gratifying. If one can 
be satisfied with a therapeutic effect of from six 
months to one year, then well and good. The 
transplants usually atrophy or become cystic 
within the stated time. 

Where pelvic inflammation has so far pro- 
gressed that hysterectomy is required, it is usual 
to remove both ovaries, as they will be found so 
diseased that conservation is not to be considered. 

We believe, however, that if the expectant 
treatment of acute pelvic inflammatory disease is 
adhered to and the after treatment followed up 
that the number of radical operations will be 
decreased, the operative mortality will be re- 
duced, and fewer neurasthenics will be returned 
to the general practitioner. 

319-324 Millikin Bldg. 





BLOOD TRANSFUSION IN THE 
NEW BORN* 


ArRIE BamMBeErGER, B. S., M. D. 


Associate in Surgery Medical Department University of 
Illinois. 


CHICAGO 

When such conditions as hemophilia, internal 
hemorrhages or severe anemia from unknown 
causes appear in the new born, the treatment that 
should be instituted is blood transfusion. 

This procedure is usually looked upon as re- 
quiring a great deal of skill and special instru- 
ments and consequently, where large hospital 
facilities are not available, is not performed 
as frequently as in the large medical centers. I 
desire to describe the indirect method of blood 
transfusion, which produces the same results as 


“Read before the Stockyards Branch of the Chicago Medical 
Society, December 9, 1920. —e 
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the direct method, and can be performed by any 
physician having the average amount of surgical 
skill, and in the private home if necessary. The 
instruments necessary for the operation are: 


2 aspirating needles of about 18 guage to be 
used for the donor. 

2 aspirating needles of about 20-21 gauge to be 
used for the recipient (2 needles should slways be 
on hand in case one becomes plugged.) 

1 graduate. 

1 glass rod. 

1 graduated glass cylinder (similar to what is 
used in salvarsan injections). 

1 small scalpel. 

1 pair fine tissue forceps. 

Several small artery forceps. 

1 pair scissors. 

Several cutting needles. 

Ligature carrier. 

Catgut No. 00. 

Silkworm gut. 

2.5 per cent. sodium citrate solution. 

Normal saline solution. 

Rubber tubing tourniquet. 


Technique. In the new born the donor is 
usually the mother or father for which blood the 
hemolysis test is not necessary. The median basilic 
vein of the donor is entered with the aspirating 
needle and about 100 c. c. of blood is collected 
in the graduate, in which 5 ¢. c. of the citrate 
solution is first added and then 5 c. c. more after 
50 c. c. of blood has run in. Constant stirring 
of the mixture with the glass rod is done by the 
assistant. An incision in the bend of the elbow 
of the infant is made after a tourniquet is ap- 
plied to the upper part of the arm, which incision 
should be at least 14 inch long and extending 
about 1 cm. above the bend of the elbow. By 
careful dissection the vein is isolated, and the 
needle inserted into the vein in the upper part 
of the wound as here the vein is largest in 
diameter. The largest gauge needle that will 
enter the vein should be used, as the distension 
of the vein by the needle renders the freer flow 
of the transfused blood. The tourniquet is now 
removed from the arm. From the graduate 
cylinder normal saline is first run into the vein 
after all air in the apparatus has been expelled, 
and when it appears that the saline is running 
freely into the vein, the blood is poured into the 
cylinder. During the transfusion the infant 
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should be watched for an acute dilatation of the 
heart. After the transfusion the vein of the 
baby is ligated and the skin wound closed with 
silkworm gut. 

Conclusions. There are several important steps 
in the operation, namely, making the incision 
high enough in the arm of the baby and using 
a needle large enough to distend the vein and 
permit free flow of the blood. 

The external jugular vein and the longitudinal 
sinus entered through the anterior fontanelle is 
sometimes used to transfuse the blood into, but 
this complicates the operation as compared to the 
arm transfusion. 

The results obtained by blood transfusion are 
on the whole very satisfactory in the new born. 

I desire to make it clear that I do not claim 
originality for this method of transfusion, but 
desire to call attention to its marked simplicity, 
and its remarkable results, and urge the more 
frequent use of it. 





ANGINA PECTORIS—A SURVEY OF 
TREATMENT WITH A NEW 
REMEDY—BENZYL 
BENZOATE 


A. B. Spacu, A. M., M. D., 
CHICAGO 


In seeking an etiologic therapy for angina 
pectoris, we find ourselves confronted by a task 


of no small proportions. Oftentimes the most 
we can hope to do is to modify conditions, if 
possible, and relieve the sufferer of his agonizing 
pain. When we remember that the most frequent 
and best understood causes of angina pectoris are 
organic changes in the aorta, and the aortic 
valves, which result in stenosis of the coronary 
arteries, we can readily comprehend with what 
great difficulties the solution of this problem is 
surrounded. This disease is of historical inter- 
est. Jno. Hunter, Nothnagel, and Thomas Ar- 
nold of Rugby, died of it. Nothnagel penned his 
own sensations almost to the last. 

Angina abdominalis is sometimes found in 
association with angina pectoris (angina pectoris 
et angina abdominalis.) The symptomotology 
is so similar to grave abdominal disease that diag- 
nosis is exeeedingly difficult, if not impossible. 
Surgical interference is sometimes resorted to 
with serious consequences. This last is a recent 
personal observation. 
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The nitrites as remedies for this disease were 
first brought to the notice of the profession by 
the late Sir Lauder Brunton. They are quick 
acting vaso-dilating remedies, reducing pressure 
and relaxing tensions, thus relieving pain. I 
remember many years ago, during my hospital 
interneship, a man was brought in on a stretcher 
in a half conscious condition, clutching at his 
throat with one hand and with the other at the 
region of his heart. The administration of amyl 
nitrite was like pouring oil on a tempestuous 
sea. Immediate relaxation and complete allevia- 
tion of his suffering followed. 

Gordinier' presented a paper on angina pectoris 
at the 20th annual meeting of the American 
Therapeutic Society at Atlantic City, June 6 and 
7, 1919. In this thesis he entered thoroughly 
into the etiology, pathology, symptomotology and 
treatment of this disease. This paper is deserv- 
ing of more than a passing notice and should be 
read in its entirety for its full appreciation. He 
emphasizes the necessity for thorough study of 
the heart and blood vessels, kidneys and digestive 
system, and blood pressure. Habits, diet, sleep 
and exercise should have searching and careful 
attention. Exercise should be limited to walk- 
ing on the level. For the paroxysms he regards 
the nitrites as almost specific. At the onset he 
uses amyl nitrite and quickly follows with nitro- 
glycerine. If relief does not come at once from 
the nitrites, morphin and atropine should be em- 
ployed without delay. Inhalations of chloroform 
are to be resorted to when other remedies and 
measures fail. The iodides, he regards, as of 
unquestioned value, administered over a long 
period of time, and cases of luetic history should 
have their appropriate treatment. It should he 
noted here and in this connection that sudden 
death coincident with the administration of mor- 
phin or chloroform for the relief of the paroxysms 
of angina pectoris may become a trying and ex- 
ceedingly embarrassing situation. This ex- 
perience fell to my lot ten years ago, and like 
Banquo’s ghost, “will not down,” and rises to 
caution me when called upon to administer mor- 
phin for the relief of human suffering from any 
cuuse. 

Hall? in a paper read before the Medical 
Society of London, October 13, 1919, discusses 
the treatment of angina pectoris with low b'ovod 
pressure. He was impressed by the failure of 
the drugs usually employed to give relief in these 
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cases, and was convinced that a fatal termina- 
tion might be accelerated if vasodilators were in- 
cautiously administered.. The prognosis, always 
grave, was distinctly worse when anginal «ymp- 
toms occurred in patients with low blood pres- 
sure. The failure of the nitrites to give relief 
of anginal pain was a bad omen, for it indicated 
myocardial degeneration and a tendency to death 
by sudden heart faiiure. He maintains that in- 
dications of a failing myocardium, as feebleness 
of the impulse, a feeble first sound at the apex, 
low blood pressure, a feeble, infrequent pulsc, 
dyspneic attacks, and signs of commencing edema 
of the lungs, were of very grave prognostic im- 
port, that these cases required a stimulating plan 
of treatment, and that vasodilators were useless, 
if not dangerous. 

According to Lauder Brunton® in the case of 
nitrite of amyl and other nitrites, the dilating 
center in the medulla appears to be affected first. 
so that the dilatation is of twofold origin, central 
and peripheral. 

Shortly after its publication in 1918, Dr. David 
I. Macht* of the Pharmacological Laboratory of 
the John Hopkins University, very kindly sent 
me his report on “A Pharmacological and Thera- 
peutic Study of Some Benzyl Esters.” He divided 
their actions as follows:—1. on smooth muscle: 
2. on the circulation; 3. on the respiration; and 
4. on the central nervous system. He contenc's 
the action of benzyl benzoate, on smooth muscle 
structures is the most striking, from a pharma- 
cological point of view, and most important from 
the clinical. This ester tends to inhibit peris- 
talsis, or the rhythmic contractions of smovth 
muscle organs, and to lower their tonicity, and 
to relax their spasm. He concludes the action 
on the circulation is exerted chiefly through the 
peripheral mechanism, a fall of blood pressure 
being due to its action on the smooth muscle 
of the arterial walls. The effect on the vasomotor 
center, after ordinary doses, is negligible and un- 
important. The action of benzyl benzoate on 
the heart is sedative, but not depressant. Perfu- 
sion of isolated mammalian hearts with small 
amounts of benzyl benzoate seemed to increase 
their tonus. 

The heart muscle has a place midway between 
smooth muscle and voluntary striated muscle. 
The endocardium is a connective tissue mem- 
brane which contains smooth muscle end elastic 
tissue fibres. The media of the aorta contains 
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a great many membrane-like masses of elastic 
tissue and thick elastic fibres. Between these are 
bundles of smooth muscle fibres. 

Poynton® says the pain has been variously 
ascribed to cramp of the heart and neuralgia of 
the cardiac nerves, but agrees with Allbutt® who 
gives the first part of the aorta as the location 
of the pain of angina pectoris, and emphasizes 
its distinctions from the usual forms of cardiac 
pain. 

In the light of the above review, the following 
histories are submitted for careful and critical 


consideration. 

Case 1. Male, 53 years old. of powerful, close- 
knit build, consulted me April 16, 1918. He gave a 
definite history extending over a number of years of 
severe, agonizing anginal attacks; often, as alleged, 
as if his body were torn asunder. He had consulted 
other physicians, who, of one accord, diagnosed his 
case as angina pectoris major; one telling him he was 
liable to drop dead any moment. In a written com- 
munication to me, he offers the following as descrip- 
tive of his own sensations: “I suffered at times with 
terrible pains through the whole front of my chest. 
These pains would shoot through the chest to the 
back and into the left and right shoulder blades, 
and down through the arms to the wrists. My arms 
would ache and become numb, and this sensation would 
be followed by a violent palpitation of the heart, 
and a sense of suffocation. These pains would last 
from three to ten minutes, and if I was outdoors 
walking, I would have to stand still until they eased 
up. I first noticed these pains about the year 1914. 
and each year the attacks grew more severe and 
painful and lasted longer, so that I could not walk 
more than a half a block, when I would have to stop 
because of these severe attacks.” Nitroglycerine gave 
but slight relief. Amyl nitrite produced some relaxa- 
tion, but the after effects were decidedly distressing 
and depressant. The clinical history and physical 
examination gave evidence of marked myocardial 
disease; a weak systolic impulse was noted, while 
an extra systole at every fourth to tenth beat was 
in evidence. The blood pressure was low, systolic 
100, diastolic 75. Urinary findings were negative, 
except under the microscope a few hyaline and gran- 
ular casts. On July 5, 1918, I prescribed benzyl ben- 
zoate, 25 drops of a 20 per cent alcoholic solution, to 
be taken in water at intervals of every four hours. 
He reported the following day, saying he felt per- 
fectly well, and that he had walked without discomfort 
a distance of twelve city blocks. This case has been 
under observation for two years. Frequent blood 
pressure determinations always showed a low pres- 
sure. Urinary findings as at the beginning. He has 
had several attacks ef pulmonary edema. Twice he 
has had influenza. Benzyl benzoate has always given 
relief from his anginal attacks, and has never lowered 
his pressure to an unfavorable degree. This case, 
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as remarked above, is one of evident myocardial in- 
volvement, and has been much benefited by the use 
of digitalis. Arsenic combined at intervals with iron 
and strychnine has been of decided service. 


Case 2. Male, and at the time of the first con- 

sultation, 61 years old, manager of large insurance 
company whose duties are manifold and exacting. 
He gave the usual history of a sufferer from severe 
angina pectoris. The physical examination disclosed 
some cardiac hypertrophy with strong systolic im- 
pulse, and also occasionally some intermittency. The 
urinary findings were negative except hyaline and 
granular casts. Blood pressure at the first examina- 
tion, systolic 200, diastolic 110. His paroxysms were 
frequent and of the greatest agony. The nitrites gave 
relief and would secure a temporary reduction in pres- 
sure. On July 9, 1918, he was placed on an alcoholic 
solution of benzyl benzoate, 25 drops in water every 
four hours. Occasionally a tablet of nitroglycerine 
1/100 gr. was employed in emergency when quick 
action was desired. Weekly observations of his case 
have been made since. The use of the nitroglycerine 
has long since been disregarded. He remains entirely 
free from pain and is able to make extended trips 
throughout the country in the interest of his busi- 
ness. Recently his blood pressure was, systolic 150, 
diastolic 90. It is interesting and instructive to con- 
trast this case with the preceding one. On the first 
examination of the first case the systolic pressure 
was 100; the second, the systolic pressure was 200; 
weak systolic impulse of the first, powerful systolic 
impulse of the second. Their subjective symptoms 
ran almost parallel. During these two years the 
systolic pressure of the first rarely could be brought 
above 100. The nitrites in his case were not well 
borne. There was need of frequent resort to the 
use of digitalis. Benzyl benzoate always gave prompt 
relief from his agonizing pain. In the second case, 
_the nitrites were well borne, but evanescent. There 
never has been any need of digitalis in his case. 
His pressure has gradually become lower. Benzyl 
benzoate always gave prompt, complete and pro- 
longed relief. Both have been seen recently, and both 
have expressed themselves as comfortably well. The 
need of the remedy now is rather infrequent. 


Case 3. On February 18, 1920, I was called to 
gee a man 61 years old, whom I have known for 
many years, and in whom two years previously symp- 
toms of a chronic nephritis of a hyperpietic type 
became manifest. During this interval I had not seen 
him professionally. On this date I found him sitting 
on the edge of the bed in his own home, in a rigid 
attitude. He had had nitroglycerine with some modi- 
cum of relief. He was still in great agony. His blood 
pressure was, systolic 235, diastolic 125. Benzyl ben- 
zoate in a 20 per cent alcoholic solution was pre- 
scribed for him, 25 drops in water every four hours. 
He has been seen at weekly intervals since. He has 
obtained complete relief. His pressure at the last 


determination was, systolic 168, diastolic 100. He was 
placed on a moderately low protein diet and his habits 
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of life otherwise regulated. He remains entirely free 
from pain, and is able to take full charge of his busi- 
ness affairs, which a few months ago his agonizing 
affliction threatened to cut short. 

Case 4. Housewife, 43 years old, and the mother 

of three children consulted me on May 18, 1920. Ten 
years previously on my advice she -hhad an appen- 
dectomy performed. This was done by the late Dr. 
Alex H. Ferguson. From this she fully recovered. 
From that time on she enjoyed good health until the 
latter part of December, 1919, when she began to 
suffer agonizing substernal distress, always made 
worse by effort. This distress has gradually increased 
in severity, so that on one occasion while out she 
thought she would not live to return home. The 
sensation as she described it was “as if a heavy 
weight was crushing in her breast bone.” Physical 
examination revealed nothing distinctive. Urinary 
findings were entirely negative. Blood pressure was, 
systolic 110, diastolic 75. | Twenty-five drops of a 20 per 
cent alcoholic solution of benzyl benzoate were pre- 
scribed forher,to be taken in water every four hours. No 
other medicine was given and no change of habits or 
diet was ordered. She reported three days later, and 
remarked that on one day she was able to do a 
three-hours’ family ironing with a marked degree of 
comfort. She is an intelligent person and auto or 
other suggestion would not modify or change her 
opinion. When the question was asked whether she 
did or did not receive benefit from taking the remedy 
the answer was positively in the affirmative. The 
blood pressure was 110, the same as at the beginning. 
This case has been under observation too short a 
time for further comment. Since writing the fore- 
going she has been seen on two occasions. The blood 
pressure remains as heretofore, and the improvement 
in her subjective symptoms continues. 
Case 5. Female, aged 70 years, in a condition mid- 
way between severe and mild. Chronic hypertension. 
She has been under observation for about seven years. 
Relief, as a rule, quickly followed from the use of 
the nitrites. About five years ago she had what ap- 
peared to be a hemiplegia of the right side, perhaps 
due to arterial spasm. From this she recovered. 
During the last eighteen months she has been on 
benzyl benzoate, and has obtained continued and pro- 
longed relief from the anginal pain and lowering of 
her blood pressure. She is able to perform her house- 
hold duties. 

Case 6. Male, aged 73 years. Case mild. Com- 
fortable under the use of benzyl benzoate. 

Case 7. Male, aged 68, similar in symptomology to 
the preceding. In addition, he had a mild intermittent 
claudication. General arterial sclerosis was in ‘evi- 
dence. He obtained relief from the use of benzyl 
benzoate. He has not been seen recently. 

One case of severe intercostal neuralgia of the left 
side, on first examination seemed to be a severe 
angina pectoris. I prescribed benzyl benzoate in the 
hope of giving relief, but without effect. Two cases 
of pylorospasm, thought at first to be angina pec- 
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toris, obtained complete relief from the use of benzyl 
benzoate. 

Comment. Following the presentation of his 
paper on The Clinical and Therapeutic Value 
of the Benzyl Esters, before the section 
of Pharmacology of the American Medical 
Association at Atlantic City, June, 1919, Dr. 
Macht was asked if the continued adminis- 
tration or use of benzyl benzoate might not 
lower the blood pressure to an unfavorable 
or dangerous degree. The answer was natur- 
ally in the affirmative if the administration 
should be continued over an extended period of 
time. In Case 1 of my series whose blood pressure 
was low at the beginning, this in truth would 
be thought the logical and expected sequence. In 
very fact this has not taken place. His blood 
pressure has been determined at frequent inter- 
vals before taking the remedy and after taking 
it, and it has rarely varied from 100 to 110. 
The patient has repeatedly expressed himself 
that a feeling of comfort and well being always 
followed its use. It is altogether probable that 
further experimentation and observation may be 
necessary to determine the precise status of this 
question, why in cases of hypertension the pres- 
sure is lowered and those of normal or low ten- 
sion the pressure is not especially influenced. 

The cases of pylorospasm noted in this series 
were of normal pressure. No lowering of the 
pressure was noted in these cases from the use 
of the remedy. Perhaps it is because its action 
is upon the smooth muscle cell itself, and not 
centrally, and in angina pectoris it is highly 
probable the beneficial effects of benzyl benzoate 
are due to the antispasmodic and sedative action 
on the coronary arteries. The tonus of the heart 
is improved. 

The nitrites act upon the medulla first and the 
vasomotor mechanism almost immediately. They 
are useful in case of hypertension and are not 
well borne in cases of low pressure, if not posi- 
tively dangerous. The action of benzyl ben- 
zoate is slow, but prolonged and complete. The 
action of the nitrites is rapid, the effect passing 
off much more quickly. A feeling of exhilara- 
tion and buoyancy attends the use of benzyl ben- 
zoate. This cannot always be said of the nitrites. 

In the lowering of the pressure of the hyper- 
tension cases, it must be added, the regulation 
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of the diet and habits of the patient contributed 
not a little. 

In this connection it is fitting that more than 
a passing notice should be given to the questien 
of diet. Much has been written in recent years, 
and not a little confusion prevails in the minds 
of the medical profession as to what should con- 
stitute a proper diet in health and what in disease. 
It has long been conceded that large quantities 
of food and drink daily consumed contribute 
in a large degree to precardial and stenocardial 
distress. It is easily conceivable that a person 
of fifty or sixty pounds or more overweight is 
taxing severely his circulatory powers in carrying 
this extra burden. When patients who are over- 
weight are reduced to a weight in proportion to 
their height (according to Moschcowitz’ the 


- conventional tables for normal weight in pro- 


portion to height are altogether too high) much 
will have been accomplished towards their com- 
fort and restoration to health. Some patients 
need an extra nourishing diet as was necessary 
in two cases of my series. 

Hall, in the article above quoted, remarks, 
among cardiac tonics no drug is so generally use- 
ful as arsenic. It is sometimes combined with 
iron if the patient is anemic. Oftentimes strych- 
nine is added to improve the tone of the patient. 
Case 1 of this series has received arsenic in some 
form almost continuously throughout his treat- 
ment. Also in this case a capsule of powdered 
digitalis leaves (Allen) gr. 114, with powdered 
ipecac, gr. 4g, was of frequent use and benefit. 
And finally benzyl benzoate is to be considered 
as a symptomatic agent and not as a cure. The 
remedy in alcoholic solution diluted with water 
was well borne by the stomach, and no deleterious 
or by after effects were noted from its prolonged 
used. 


30 North Michigan Boul. 
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BLOOD TRANSFUSION IN THE TREAT- 
MENT OF PULMONARY TUBER- 
CULOSIS* 
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Attan J. Hrusy, M. D. 

J. J. MENDELSOHN, M. D. 


CHICAGO 


A resumé of the literature indicates that there 
has been little advance in the treatment of pul- 
monary tuberculosis since the discovery of the 
bacillus tuberculosis by Koch and the introduc- 
tion of sanitarium methods of Brehmer and Dett- 
weiler. Rest, fresh air, and a well-balanced diet 
have been the basis for the treatment of pulmon- 
ary tuberculosis at the Sanitarium and in the 
home. Adjuncts to these basic principles are 
tuberculin therapy, graduated exercise, heliothe- 
rapy and artificial pneumothorax. Vaccines, sero- 
therapy, chemotherapy and hosts of drugs have 
had their advocates and in most instances have 
proved to be of little value. 

It has always been the aim of the tuberculosis 
worker to secure a specific method of therapy 
whereby the tuberculous process may be arrested. 
In an attempt at such specific therapy, the trans- 
fusion of blood has been resorted to by the auth- 
ors in a series of cases at the Chicago Municipal 
Tuberculosis Sanitarium. 

Blood transfusion is indicated in any diseased 
condition wherein qualitative and quantitative 
changes have taken place in the blood rendering 
it unfit to properly fulfil its physiological func- 
tions. We find that in pulmonary tuberculosis, 
the chronic toxemic state results in such changes 
and studies in the serology, cytology and bio- 
chemistry of the blood of tuberculous patients are 
now being carried on at the Chicago Municipal 
Tuberculosis Sanitarium, an elaboration of which 
does not come within the scope of this paper. 

Transfusion of normal blood results in an in- 
crease in the volume of the blood with conse- 
quent stimulation of the hematopoietic organs 
with increase in erythrocytes and leucocytes, rise 
in hemoglobin and biological effects involving re- 
distribution of blood in the body, the exact nature 
of which is undetermined and requires further 
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study. Transfusion, therefore, is of value in cases 
of prolonged toxemia, such as we have in pul- 
monary tuberculosis, associated with a secondary 
anemia, in which some agent is necessary to 
throw the balance in favor of the patient and 
improve the clinical course of the disease. 

We found that transfusion of normal blood 
acts as a supportive measure but improvement is 
apparently of only temporary nature. That ele- 
ment which has a specific action on the tuber- 
culous process was found lacking in normal blood. 
With this in mind, we were impressed with the 
importance of the presence of anti-bodies in the 
blood of the donor as determined by the comple- 
ment fixation test for tuberculosis. It is known 
that the complement fixation test determines the 
presence of antigen within the body and the cir- 
culation of antibodies within the blood. With this 
type of donor, transfusion of blood may produce 
results tending to stimulate further experimental 
work along this line. 

Having observed that tuberculous patients with 
enlarged thyroid glands, some with evidence of 
thyrotoxicosis, seem to have held their tubercu- 
lous process in abeyance, we therefore have been 
especially interested in donors in whom patho- 
logical conditions involving the endocrine sys- 
tem have been encountered. Physiological states 
in donors with increased pluroglandular secre- 
tion and altered metabolism such as pregnancy, 
lactation and menopause are being considered. 

Furthermore, the potentialities of employing 
the blood as a vehicle for the introduction of 
therapeutic agents opens up a wide field for re- 
search. 

The technic employed is as follows: 

The blood of the donor and recipient are tested 
for iso-agglutinins and iso-hemolysins, Wasser- 
mann tests for syphilis, and complement fixation 
tests for tuberculosis. In addition the cytology 
of the blood of the recipient is studied weekly. 
The transfusion is done by the indirect method 
at weekly intervals. The recipients are patients 
in whom the prognosis is doubtful or bad, who 
are not improving under the usual methods of 
treatment and are classified as Moderately Ad- 
vanced B and C, and Far Advanced A and B, ac- 
cording to the classification of the National Tu- 
berculosis Association. 


Case r. J. A. 9504: Admitted to Sanitarium on 
March 1, 1920, as a far advanced case of pulmonary 
tuberculosis, showing an. involvement of the entire 
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left lung and upper lobe of the right lung. Sputum 
positive. Wassermann negative. Tuberculosis com- 
plement fixation, 2 plus positive. Clinical course on ad- 
mission—temperature range 96.8 F. to 101.4 F.; pulse 
range from 72 to 108; respiration range 18 to 22. 
Sputum weighed 30 grams for the twenty-four hour 
period. Clinical course immediately prior to transfu- 
sion—temperature range 95.6 F. to 101 F.; pulse 72 
to 110; respiration 18 to 22; sputum weighed 40 
grams. 

First blood transfusion on April 15, 1920—375 cc. 
of blood; second transfusion April 22, 1920—100 cc. 
of blood; third transfusion April 29, 1920—175 cc. 
of blood. 

Description of donor: Sister of patient, age 33, 
Wassermann test and complement fixation test for 
tuberculosis, negative. 

The clinical course following last transfusion was 
as follows: Temperature 96.8 F. to 101 F.; pulse 
72 to 108; respiration 18 to 24; sputum weight 25 
grams in twenty-four hours. Weight remained 
stationary. 


April 12 April 19 


errr 5 
Polymorphoronuclear 81% 72% 
Lymphocytes 14 72 
Large mononuclears 3 3 
Eosinophiles 2 

Basophiles 0 1 
Transitional 0 0 


94.5 93.5 

Case 2. P. B. 9503: Admitted March 1, 1920, 
as a far advanced case of pulmonary tuberculosis 
involving right upper and middle lobes with cavitation 
and left apex. Wassermann negative, complement fixa- 
tion test for tuberculosis 1 plus positive, sputum 
positive. 

Clinical course on admission—temperature 96 F. 
to 99.6 F.; pulse 72 to 112; respiration 18 to 22; 
sputum weight 100 grams for the twenty-four hour 
period. 

Clinical course immediately prior to transfusion— 
temperature 97 to 100.4 F.; pulse 84 to 96; respiration 
18 to 20; sputum weight 155 grams. 

First blood transfusion April 8, 1920—100 cc.; sec- 
ond on April 15, 1920—325 cc. of blood. This was 
followed by a chill lasting fifteen minutes and a 
profuse sweat. Condition improved over night. A 
third transfusion on April 22—175 cc.; and a fourth 
on April 29 of 150 cc. 

Donor: Brother, age 24, Wassermann and comple- 
ment fixation test for tuberculosis negative. 

Clinical course following last transfusion—temper- 
ature 97 to 101.5 F.; pulse 84 to 114; respiration 
18 to 24; sputum weight 230 grams. There was a 
progressive loss of weight. 

April 12 
... 7,200 


May 6 
10,500 


April 
Total nasties Side cette entice anes 
Polymorphonuclear 
Lymphocytes 
Large Mononuclears 
Eosinophiles 
Basophiles 
Transitional 


May 6 
18,000 


Case 3. O. H. 8241: Admitted August 7, 1919, 
as a far advanced case of pulmonary tuberculosis. 
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Sputum positive, Wassermann and complement fixa- 
tion test for tuberculosis, negative. 

Clinical course on admission—temperature range 
from 97.8 to 101 F.; pulse 76 to 100; respiration 18 
to 24; sputum weight 150 grams. 

Clinical course prior to first transfusion—temper- 
ature range from 97 io 99.6 F.; pulse 76 to 100; 
respiration 18 to 22. 

Transfusion on March 25—100 cc. 
on April 1—200 cc. 

Donor: Brother, age, 24, normal blood with negative 
complement fixation test for tuberculosis. 

Clinical course following last transfusion—temper- 
ature 97 to 100 F.; pulse 72 to 96; respiration 18 to 
20; sputum weight 130 grams. There was a gradual 
but steady decline in weight. 

March 27 


Transfusion 


May 6 
11,000 
80% 


April 12 
9,800 
Polymorphornuclear 

Lymphocytes 

rge Mononuclears 
Eosinophiles 
Basophiles 
Transitional 
Arneth Index 

Case 4. J. J. 9473: Admitted February 23, 1920, 
as a far advanced case of pulmonary tuberculosis 
involving almost entire right lung and left apex. 
Sputum positive, Wassermann negative, tuberculosis 
complement fixation test 1 plus positive. 

Clinical course on admission—temperature 96.8 to 
99.7 F.; pulse 80 to 120; respiration 18 to 24; sputum 
weight 20 grams. 

Clinical course prior to transfusion—temperature 97 
to 98.4 F.; pulse 80 to 120; respiration 18 to 24; 
sputum weight 45 grams. 

Transfusion April 8—150 cc. 
13—100 cc. 

Donor: Sister, age 30, nursing ten-months-old baby, 
negative Wassermann and tuberculosis complement 
fixation tests. 

Clinical course following last transfusion—normal 
temperature; pulse 72 to 104; respiration 18 to 20; 
sputum weight 20 grams. Patient has gained rapidly 
in weight since admission to the Sanitarium. 
April 12 


Transfusion March 


April 19 
54% 
35 


Total Scie Ecce nathan inn hie cee 
Polymorphonuclear_ . 
Lymphocytes 
EARS TOOMOOIIIIGS 6 o6.c0ccccccsscccsceces 
Eosinophiles 4 
Basophiles 0 
Transitional piearee 1 
Arneth Index 84 

Case 5. W. Q. 8704: Admitted October 7, 1919, 
as a far advanced case of pulmonary tuberculosis, 
showing marked involvement of upper halves of both 
lungs with persistent gastro-intestinal cornplications 
Sputum was positive, Wassermaun 3 plus, complement 
fixation test for tuberculosis negative. 

Clinical course on admission—temperature 97 to 
98.8 F.; pulse 84 to 108; respiration 18 to 20. 

Clinical course before first transfusion—temper- 
ature 97.5 to 100; pulse 80 to 126; respiration 18 to 
24; sputum weight 65 grams. 

Transfusion on March 25—120 cc. Transfusion on 
April 1—250 cc., followed by a slight chill. Trans- 
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fusion on April 15—100 cc. Transfusion on April 
22—250 cc. Transfusion on April 29—150 cc. 
Clinical course following last transfusion—temper- 
ature 97.5 to 99.6 F., with much less fluctuation, and 
pulse 88 to 112, with much less fluctuation; sputum 
weight 50 grams. There has been a slight loss of 


weight. 

March27 Aprill2 May6 
OD ic ccnickecneninnseharees 9,400 9,200 
Polymorphonuclear ...........- 78% 78% 72% 
LOUMPMORTOED cccccccccccceccccs 15 12 24 
Large Mononuclears .......... 6 4 4 
HesimeGthes cccccccccccccccece 0 4 0 
DS nvenacescéanecceeese 0 0 0 
DE vsceeseceeeseneces 1 2 0 
BD. BE nvececcccsececss 87.5 92 95 


Case 6. V. R. 8405: Admitted August 25, 1919, 
as a far advanced case of pulmonary tuberculosis, 
with involvement of upper and middle lobes of right 
lung and upper lobe of left lung. Sputum was posi- 
tive, Wassermann negative and tuberculosis comple- 
ment fixation test 3 plus positive. 

Clinical course on admission—temperature 96.8 to 
99.5 F.; pulse 74 to 92; respiration 18 to 20; sputum 
weight 70 grams. 

Blood transfusion on April 1—100 cc. Transfusion 
on April 8—125 cc. 

Donor: Sister, age, 26, nursing 15-months-old baby, 
normal blood with negative complement fixation test 
for tuberculosis. 

Clinical course following transfusion—temperature 
96 to 99.5 F.; pulse 76 to 96; respiration 16 to 20; 
sputum weight 70 grams. Weight showed a steady 


decline. 
April12 May6 
Dt distdbeibecvcdhenkenpecsewesalnaae 11,000 
EE OEE EEE TE ILLS 80% 86% 
PE iceders ccennwesesséeancaees 14 12 
Be SOINIIND co cccccccccsescceseses 4 2 
DEE Scbebdceceeuecdvnedeucenseus 2 0 
ae eee 0 0 
tcc eneesapineiieenkeeuuewuees 0 0 
PY MD ccicnewseuccacennssaneeceus 92 94 


SUMMARY 


It will be noted that only advanced cases with 
unfavorable prognosis have been utilized in this 
work, 

The donors in each case were normal individ- 
uals with negative complement fixation tests for 
tuberculosis, negative Wassermanns and negative 
tests for iso-agglutinins and iso-hemolysins. 

In this series of six cases, the patients have re- 
ceived from two to five transfusions at weekly 
intervals of 100 to 375 cc. of blood. 

Transfusion of over 200 cc. of blood usually 
resulted in a reaction characterized by chill, fever 
and sweat with prompt recovery therefrom. 

The clinical course in this series of cases was 
not appreciably altered. 

Changes in the blood of the recipients in this 
series was a steady deviation to the left or no 
change as determined by Arneth Count. 

In conclusion, it is evident that normal blood 
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is devoid of that specific element which will arrest 
the progress of the disease. Further experi- 
mental work is now being carried on with a series 
of cases in which the donors show a positive com- 
plement fixation test for tuberculosis. 





THE PRECANCEROUS STAGE* 
Frank D. Moors, M.D., F. A. C. 8. 
CHICAGO 


Just what is meant by the much-used and 
generally indefinite term—pre-cancerous stage. 
In spite of the really tremendous amount of 
work which has been done upon carcinoma, we 
are still in absolute darkness as to the direct 
cause of the disease. The best that we can do 
is to say that certain conditions and affections 
apparently predispose to the development of 
malignancy. In view of this fact, and consid- 
ering the great prevalence of carcinoma, it seems 
wise to consider carefully those conditions which 
we do recognize as often cancer, with a view 
to eliminatng them as thoroughly and as early 
as possible. 

There has, so far, been considerable speculation 
about the pre-cancerous stage and some attempts 
have been made to establish definitely the re- 
lationship of certain types of malignancy to cer- 
tain conditions which have often been found, 
clinically, to precede them. For instance, the 
etiological relationship of gastric ulcer to gas- 
tric carcinoma. This has been well worked 
out and the sequence found to occur frequently 
enough to warrant the assumption that chronic 
ulcer of the stomach is often the pre-cancerous 
stage of ultimate carcinoma. 

The pre-cancerous stage is that stage which 
shows in itself no definite symptoms of malig- 
nancy and yet which is often found, both clin- 
ically and pathologically, to precede true car- 
cinoma. The question, of course, is still open 
as to whether the condition has not been can- 
cerous from the beginning and is not, therefore, 
really pre-cancerous at all, but as there are no 
findings of malignancy in these early stages and 
as they are clinically inseparable from benign 
lesions which do not always become malignant. 
we have no grounds for assuming that they are 
merely, in themselves, the beginnings of true 
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malignancy. So long as this is true, the term 
pre-cancerous seems the only appropriate and 
justifiable one. 

As a working basis, then, for this discussion, 
we may call a condition pre-cancerous when it 
presents those signs, symptoms and pathological 
findings, which may indeed lie latent for years 
or for the entire life-cycle of an individual, but 
which also, under the stimulus of certain condi- 
tions which we do not now recognize, but which 
we assume to be etiological factors, develop into 
and become true malignant or carcinomatous 
growths. 

In this sense, we recognize as pre-cancerous, 
many conditions, some of the most frequent and 
important of which are: 

Skin : 
Xeroderma pigmentosa. 
Chronic dermatoses from exposure to light, 
X-Rays, etc. 
Pigmented nevi or moles. 
Lupus vulgaris. 
Lupus erythematosis. 
Chronic scaly lip. 
Fissures of lip. 
Keloids. 
Tongue: 
Leucoplakia. 
Luetic scars. 
Wounds from jagged teeth. 
Esophagus. ; 
Luetic strictures. 
Strictures from injury, caustics and other 
causes. 
Stomach : 
Peptic ulcers. 
Intestine: 
Chronic inflammation and diarrheas. 
Rectum: 
Fissures. 
Hemorrhoids. 
Polyps. 
Chronic symptomatic diarrheas. 
Gall-bladder : 
Chronic cholecystitis. 
Gall-stones. 
Pancreas: 
Chronic pancreatitis. 
Pancreatic calculi. 
Uterus: 
Chronic endometritis. 
Hyperplasias of various origin. 
Lacerations and erosions of cervix. 
Hydatid mole. 
Breast: 
Chronic mastitis. 
Chronic eczema of the nipple. 


These conditions, while in themselves benign, 
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are known to be the forerunners, in many cases, 
of true malignancy. They are definitely not 
malignant in themselves and if left to them- 
selves do not always become so. They are, how- 
ever, the fertile soil, ripe for development, and 
given this soil plus the unknown factor or stim- 
ulus which may or may not be the directly ex- 
citing cause of carcinoma, they develop, often 
very rapidly, into typical malignant growths. 
It is the purpose of this paper to discuss these 
various pre-cancerous lesions, with an especial 
view to their early treatment, this treatment 
being, so far, the only real prophylaxis against 
carcinoma. As we know that gastric cancer has, 
in 60 per cent. or more cases, been preceded by 
chronic gastric ulcer, is it not the part of wisdom 
to remove all such ulcers before they become 
malignant. It has been estimated that in fully 
40 per cent. of all cancers, some long-continued 
simple disease or chronic irritation has been 
known to precede the malignant growth, there- 
fore it is important to treat the pre-cancerous 
lesion. If we have present a condition which 
we know is often the clinical precursor of car- 
cinoma, even though this condition, in itself, is 
relatively benign, it is surely far better to get 
rid of the benign condition, with relatively small 
risk to the patient, rather than to wait with the 
infinitely greater risks of having to deal with 
maliguancy, the diagnosis of which is usually 
delayed, the treatment of which is always doubt- 
ful and the outcome uncertain if not hopeless. 

As to how pre-cancerous lesions are precipi- 
tated into malignancy, there are various theories. 
Ewing, whose recent book on Tumors is very 
exhaustive, states several of these theories as 
follows : 


1. There may be a benign or a minute malig- 
nant tumor in the tissue before injury, as the 
presence of a cancerous nodule in chronic crystic 
mastitis. This preceding lesion is merely lighted 
up suddenly by injury of some form and then 
goes on rapidly to the full development of what- 
ever was in the tissue prior to the trauma and 
which might yet have remained quiescent for 
years. 

2. Pre-cancerous conditions plus trauma, 
such as wounds of a leucoplakia of the tongue 
by the teeth, the incomplete surgical removal of 
ulcers, polyps, etc. 

3. Misplaced and undeveloped organs, plus 
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trauma, as in supernumerary breasts, unde- 
scended testicle, ete. 

4. Aberrant cell-groups quiescent in their 
original state, such as those contained in the 
pigmented mole, may be precipitated into malig- 
nancy by the trauma,—such as melanotic sar- 
coma or carcinoma following injury to a pig- 
mented mole. 


5. Normal cells plus trauma may develop 
malignant tumors or normal cells plus trauma 
plus predisposition. 

Skin: Taking up the specific lesions of dif- 

ferent parts of the body which we call pre-can- 
cerous, we may begin with those of the skin. 
This is probably one of the favorite sites for our 
so-called pre-cancerous lesions, partly because 
here all lesions are frank and open and the pres- 
ence of some disturbance is always known from 
its earliest beginnings, even though undiagnosed 
as malignant. 
_ The truly cancerous lesions of the skin occur 
usually in old people. Several writers have con- 
cluded that aging tissues have a local predisposi- 
tion to tumor-growth, due to the general ten- 
dency toward arteriosclerosis in old people. 
There seems, however, to be no particular evi- 
dence in support of this theory. 

There are, however, many skin-lesions which 
we can class as definitely pre-cancerous, as they 
fulfill all the requirements of our definition of 
the precancerous stage. Chronic eczema, in- 
dolent ulcers, burns and chronic sinuses from 
necrosing bone often remain active but benign 
for many years. Then as old age approaches or 
the necessary irritation, trauma or other ex- 
citing cause appears, these lesions undergo the 
characteristic changes of malignancy. Mild, 
chronic irritation or often-repeated trauma seem 
most favorable to the development of carcinoma, 
a single severe injury to that of sarcoma. 

From all these skin-lesions which may lead 
ultimately to carcinoma, we should suspect most 
strongly : 

All moles and warts which grow in size, es- 
pecially those which change color and grow dark. 
If these are removed surgically, and treatment 
should be radical, the danger of distribution of 
malignant cells, if any be present, and the danger 
of exciting rapid malignant degeneration in an 
originally benign process being great, if the 
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surgery is partial and therefore merely enough 
to be traumatic without being curative. 

Small scaling spots on the skin which grow 
thicker and form scales and bleed easily. All 
similar lesions which appear in the course of 
irritation from various occupations, such as in 
workers in tar, the boils which occur in paraffin- 
workers, lesions on the lip in men who smoke a 
great deal, workers in anilin-dyes, the skin of 
those who are much exposed to the sunlight, air, 
wind, etec., such as sailors, soldiers and other 
outdoor workers, any occupation, in fact, the 
practice of which is a constant source of irrita- 
tion. It is well-known that Roentgenologists, 
especially those who work constantly in direct 
exposure to the rays, are very subject to chronic 
dermatitis and that this condition, in turn, is 
very prone to later malignancy. 

All scaling warts, especially those on the so- 
called sites of predilection, namely the lips, nose, 
eyelids, cheeks, ears, neck and back of hands. 

Senile keratoses, even when apparently be- 
nign, are often found to contain areas of malig- 
nant degeneration, so that it is difficult to dis- 
tinguish them from the beginning stages of 
true epithelioma. A keratosis, however, always 
contains areas which are hyperplastic and yet 
not in any way malignant, so that it can defin- 
itely be called pre-cancerous. 

Tongue. Leukoplakia, chronic fissures or 
syphilitic lesions or scars of any type are often 
known to precede epithelioma of the tongue. 
Hyperkeratosis and increased vascularity seems 
to be the important pathological findings in these 
cases, 

Throat. Carcinoma of the tonsil is rare and 
follows chronic infection and irritation. When 
found, it may be associated with primary car- 
cinoma elsewhere in the pharyngeal or laryngeal 
tract. 

Laryngeal irritation from constant smoking, 
with the resultant hyperplasia of the mucosa is 
a frequent pre-cancerous lesion. 


Breast. Here we have several of our most 
striking examples of the pre-cancerous stage. 
Chronic mastitis, either simple or cystic, is the 
most frequent forerunner of mammary carci- 
noma. Tietze says that 10 per cent. of all cases 
of cystic mastitis develop cancer. In 5 out of 
18 cases of senile involution of the breast he 
found carcinomatous areas in the peripheral 
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parts. Speese found cancer changes in 15 per 
cent. of all cases of chronic mastitis examined. 
Another found these changes in 5 out of 28 
cases. Ewing states that his own material 
showed that 50 per cent, of all breasts excised 
for cystic disease showed pre-cancerous changes 
or small carcinomas. Nearly all cancerous 
breasts show phases of chronic mastitis in the 
outlying portions. The growing tendency now 
is to remove the whole breast for recognized 
chronic mastitis, whether suspicious or not of 
malignancy and this is undoubtedly the only safe 
method of treatment, if future trouble is to be 
avoided. 

Chronic eczema of the nipple or Paget’s dis- 
ease is another highly important pre-cancerous 
lesion. This term is sometimes used to mean 
only that stage of the disease which is charac- 
terized by well-defined carcinomatous change and 
infiltration. Ordinarily, however, it is used to 


include not only this stage, but also that of the 
chronic non-malignant dermatitis which pre- 
cedes it, and it is this preceding dermatitis which 
is recognized early, which can be dealt with 
thoroughly and effectively at that time. 


The 
prognosis here is particularly good, as an ab- 
solute prophylaxis unless one waits for the de- 
velopment of true malignancy with its accom- 
panying infiltration, great toxicity and possible 
metastases. With all that we now know of the 
many cases of carcinoma following chronic mas- 
titis and eczema of the nipple, with the possi- 
bility of very early recognition of the benign 
condition, there seems little excuse for delaying 
the treatment of the pre-cancerous stage until 
the recognizably cancerous has set in. 


Stomach. Here we have another well-known 
and probably one of the most frequent of pre- 
cancerous lesions, the peptic ulcer. It hag been 
known for a long time, that gastric ulcer often 
precedes gastric carcinoma, or that the clinical 
syndrome, now known to mean the presence of 
ulcer, often precedes for a number of years the 
development of cancer. Lately considerable work 
has been done on this subject and some statistics 
compiled as to the frequency with which malig- 
nant disease follows the benign. Dr. Smithies 
has studied carefully a large series of cases and 
has drawn some very significant conclusions. A 
series of 543 cases of operatively demonstrable 
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gastric ulcer and 953 cases of gastric carcinoma 
were tabulated for study. It was found that 
in 646 out of the 953 cases of gastric carcinoma. 
that is, in 66 per cent., there was a chronic dys- 
peptic history of the type commonly associated 
with gastric ulcer preceding the period of malig- 
nancy. 

In 93 cases or 9 per cent. there was a history 
of dyspeptic disturbances clinically correspond- 
ing to the “atypical” ulcer type, previous to the 
known development of malignancy. 

In 337 cases or 35.7 per cent., the malignant 
gastric disease appeared without any previous 
gastric disturbance. 

Of these various disturbances, the period of 
duration in years is given as follows: 

1. The average duration of all symptoms of 
544 cases of benign gastric ulcer was 11 years. 

2. The average duration of the clinically 
non-malignant dyspeptic period of the “ulcer” 
type of 646 cases that later showed malignancy 
was 10.8 years. 

3. The average duration of the clinically 
malignant period in the group just described, 
that is, those in which carcinoma followed ulcer, 
was 6 months. 


4. The average duration of the 337 cases 
which were clinically malignant from the start 
was 7 months. 

He also found in this same series of cases, 
that out of a group of 1724 cases of peptic ulcer, 
1181 were situated in the duodenum. That is, 
he found duodenal ulcer more frequently than 
gastric ulcer in the ratio of 1:2.45. This cor- 
responds with the statement of Sir Berkeley 
Moynihan’s that duodenal ulcer is much more 

common than the gastric form. On the other 

hand, it is well-known that gastric carcinoma 
is much more common than duodenal carci- 
noma. Dr Smithies found it in only 9 out of 
1181 cases. We must believe, then, that gastric 
ulcer is a more favorable site and therefore more 
often a pre-cancerous lesion than is ulcer of the 
duodenum. Most duodenal carcinomas, when 
found, are at or near the papilla of Vater, where 
trauma is most likely, but duodenal ulcers, which 
extend toward the pylorus may become malig- 
nant there and nowhere else. 

In the stomach itself, it was found that the 
sites of predilection of ulcer and carcinoma co- 
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incide closely. Ulcers of the stomach are found 
at the pylorus in 47 per cent. of cases,—carci- 
nomas in 37 per cent. Ulcers are found on the 
lesser curvature in 31 per cent. and carcinomas 
in 29.1 per cent. There is, of course, always 
the question whether or not those ulcers which 
terminate in malignancy may not be malignant 
from their inception, but in view of the long 
period of clinically benign growth, with the 
short period of malignancy, the indications are 
all to the effect that the ulcer is precancerous, 
the malignant transformation being distinctly 
separate. 

From this study, it appears that carcinoma 
most frequently arises from chronic gastric ul- 
cers, clinically benign. Clinically, we cannot 
differentiate between the chronic ulcers which 
will remain benign and those which will later 
become malignant. Therefore, an early and 
thorough removal of all chronic gastric ulcers is 
advisable, not only as a cure for the ulcer itself, 
but as an important prophylaxis against carci- 
noma. 


Intestine. Carcinoma is relatively rare in the 
small intestine, but occurs more frequently in 
the large bowel and in the rectum. Eight per 
cent. of all cases of carcinoma occur in the rec- 
tum and sigmoid, according to recent statistics. 
Of the pre-cancerous stage of carcinoma of the 
colon, we know little, except that there is long- 
standing chronic inflammation of a low grade. 
Carcinoma of the rectum is almost always pre- 
ceded by benign ulceration of some form. The 
original site may be a fissure, ulcer, hemor- 
rhoids or polyp or the malignancy may follow 
years of a symptomatic diarrhea. Old fissures 
and hemorrhoids, when constantly irritated by 
constipation often form the nucleus or starting- 
point for a future malignant new-growth. 


Uterus. Here there are numerous conditions 
which are recognized clinically as precednig car- 
cinoma of the uterus in many cases, or as asso- 
ciated with it. It is generally conceded that 
myomata are often found to precede and some- 
times to accompany carcinoma of the body of tne 
uterus. One report from the Mayo clinic states 
that myomata were present in 10 out of 40 cases 
of carcinoma of the corpus uteri. Local hy- 
peremia, chronic endometritis and ulceration of 
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the mucosa favor the development of myoma 
into carcinoma. 

Cervical erosions usually precede carcinoma 
of the cervix and may be regarded as pre-can- 
cerous. The earliest cases of cervical carcinoma 
described pathologically have been found to show 
localized growths of hyperpapillae in portions of 
chronic erosion, showing that the erosions were 
going over, histologically, into carcinoma. Old 
scar-tissue from lacerations at childbirth is fre- 
quently a pre-cancerous stage. 

Chronic inflammatory diseases of both body 
and cervix are important from the standpoint of 
potential carcinomas. Polese states that endo- 
cervicitis preceded carcinoma of the cervix in 
34 of his 48 cases. Leukoplakia is often found 
and is significant of future carcinomatous degen- 
eration. Gonorrhea, syphilis and occasionally 
tuberculosis are often associated with the begin- 
nings of carcinoma even though they are not 
directly pre-cancerous. Many cases of endome- 
tritis show an atypical hyperplasia of the 
endometrium and epidermization, which are not 
normal, nor yet malignant and which may best 
be termed pre-cancerous. Berkeley and Bonner 
consider leukoplakia of the vulva as the first 
stage of carcinoma. . 

Uterine polypi and submucous fibromyomata 
are important chiefly because of the nutritional 
changes they produce in the nearby mucosa. 

There are many cases of glandular hypertro- 
phy and hyperplasia of the endometrium which 
are reported as showing atypical morphology of 
the cells. In these there were found no definite 
malignant changes, but many clinically sugges- 
tive signs, which are sometimes known to pre- 
cede carcinoma. It has been stated that for each 
type of fully-developed cancer, there is a cor- 
responding type of benign intermediary change. 

The important thing, then, is to remove as 
early as possible, but certainly before the cancer- 
age, all chronic ulcerations, all chronic inflam- 
mations or other sources of irritation to the 
uterus, either cervix or body. There is consid- 
erable disagreement, as of course there is natur- 
ally, in a subject as yet so indefinite, as to the 
probabilities of carcinoma developments from 
old lacerations of the cervix. Some writers have 
questioned the advisability of operating for this 
condition alone, claiming that the scar-tissue 
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formed by operation is as potentially carcinoma- 
tous as that formed by the original lacerations. 
This may be true, in so far as the scar-tissue 
itself is concerned, but with the vast majority 
of old lacerated cervices, there is also erosion, 
endocervicitis or other form of chronic irritation, 
which is not present with the scar-tissue formed 
following an operative procedure and which 
does not, moreover, clear up with ordinary med- 
ical treatment without the surgical removal of 
the original lacerations. Chronic ulceration and 
hyperplasia of the mucosa seem to be the pre- 
dominating factors in pre-cancerous lesions of 
the uterus, and if these conditions prevail in spite 
of local or general treatment, surgical measures 
should be adopted without waiting for the de- 
velopment or even the first suspicious signs of 
malignant growth. As carcinoma of the cervix 
is one of the most frequent forms of all can- 
cerous tumors, and as it is so readily accessible 
with the operative risks at a minimum to the 
patient, this region affords an especially fav- 
orable field for the prophylactic treatment of 
cancer. 


Liver and Gall-bladder. As primary carci- 
noma of the liver and bile-ducts is rare and as 
the carcinoma found there is usually secondary 
to a carcinoma in some other organ, the metas- 
tases developing by way of the blood or lymph- 
stream, it can well be seen that the pre-can- 
cerous stage of carcinoma of the liver is to be 
looked for outside of the liver itself. Frequently 
the stomach is at fault and here our search takes 
us back to the already tried and convicted peptic 
ulcer. Occasionally the growth is by direct ex- 
tension and then the pre-cancerous lesion is 
usually to be found in the gall-bladder, pancreas 
or duodenum or sometimes in the pylorus. 

The guilt for carcinoma of the gall-bladder 
and common duct, however, can quite often be 
fixed upon chronic cholecystitis or gall-stones or 
the combination, as the typical pre-cancerous 
lesion. In a very large percentage of cases of 
carcinoma of the gall-bladder, the condition has 
been preceded for years by chronic cholecystitis 
or more often by gall-stones. Often the carci- 
noma is associated with stones and the onset of 
malignancy has been prefaced by distinct at- 
tacks of gall-stone colic. Here again, gall-stones 
being the commonest pre-cancerous lesion, 
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chronic irritation caused by these stones is un- 
doubtedly the factor which precipitates the be- 
nign into the malignant. Probably the condition 
is more common than is often realized as a pre- 
cursor of gall-bladder carcinoma, as so many 
cases of gall-stones, while affording symptoms 
which could and should be recognized, still often 
pass undiagnosed. 

The frequency of cases in which gall-stones 
precede carcinoma is given by different writers 
as varying from 69 to 100 per cent. The per- 
centage of cases of cholelithiasis which later de- 
velop carcinoma is variously given as from 4 
to 18 per cent. Secondary carcinoma of the 
gall-bladder rarely produces stones so that they 
cannot be regarded as the result of the tumor- 
growth and must precede it. The constant me- 
chanical irritation of the stones is probably the 
direct causative factor. Considerable pathologi- 
cal work has been done on gall-bladders which 
have been removed for stones, many of which 
have been found to contain minute areas of car- 
cinomatous change. Elongation of the glands, 
over-growth of epithelium and fibrosis of the 
submucosa were found in the pre-cancerous areas. 
Cholecystitis, while producing the same general 
conditions which produce gall-stones and later 
carcinoma, develops into carcinoma much less 
frequently than does cholelithiasis, probably for 
lack of the directly causative agent found in 
the mechanical trauma produced by the constant 
irritation of the stones on the already abnormal 
and hypertrophied mucosa. 

Some writers claim that cirrhosis is the chief 
pre-cancerous lesion of the liver, either that due 
to alcohol or to syphilis, and that it is found 
as a preceding condition in 50 per cent. of all 
billiary tumors. These statistics, however, in- 
clude both the benign and the malignant neo- 
plasms, so that the percentage of cases whiche 
are really pre-cancerous, even as a matter of 
chronology, is uncertain. 


Pancreas. Very few observations have been 
made on pre-cancerous stages in the pancreas, 
but carcinoma of this gland is known often to 
follow chronic pancreatitis and this, in turn, 
is often associated with gall-stones, whether as 
a direct effect of the latter condition or as a 
co-product with it, we have no definite means 
of knowing. With the close proximity of the 
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common and pancreatic ducts, however, it is 
perfectly reasonable to suppose that the relation, 
being distinctly not coincident, is probably 
etiological. The treatment, then, of carcinoma 
of the pancreas is the prophylactic treatment of 
early cholecystectomy. 

There are mainy other organs of the body in 
which carcinoma is found with more or less 
frequency, but the most frequent are those just 
discussed. For the most part, carcinoma of 
other organs are of obscure origin and their pre- 
cancerous stages are likewise shrouded in ob- 
security. 

Carcinoma of the kidney probably follows upon 
an adenomatous benign growth or adrenal rests. 
The treatment, of course, is surgical as soon as 
there is any suspicion of new-growth of any 
type, an exploratory operation, at least, being 
advisable. 

Chronic or senile hypertrophy of the prostrate 
is very often a forerunner of carcinoma of that 
organ and the clinical history of the two merge 
very gradually into one another. In this respect 
and also as regards the slowness of the process, 
its localization and its incidence in old people, 
it closely resembles the clinical course of the 
various senile keratoses and skin-carcinomas. 
Carcinoma of the penis follows a chronic catar- 
rhal balanitis in many cases,—it has been esti- 
mated as high as 75 per cent., while phimosis 
has been found in 50-80 per cent. of cases. 
Malignant tumors of the bladder nearly always 
follow 4 benign tumor-growth or at least one 
which gives no evidence, either clinically or upon 
inspection, of malignancy, papilloma being the 
form most often described. . 

It seems to be quite generally conceded that 
pruritus and leukoplakia of the vulva are most 
frequently precancerous lesions,—also psoriasis, 
abscesses of the vulva, especially of the Bartho- 
linian glands, and occasionally syphilitic scars. 

Carcinoma of the thyroid follows goiter of 
one form or another, in 104 out of 200 cases, 
or about 50 per cent., according to Ehrhardt. 
This seems to have been, in most of the recorded 
cases, following the cystic and adenomatous 
forms, rather than the exophthalmie or toxic 
goiter. 

Anthrocosis and trauma are possible forerun- 
ners of carcinoma of the lung, but of this, re- 
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ports are inaccurate and there is no definite 
evidence. The frequency of their association, 
however, points to a causative relationship, how- 
ever, rather than mere coincidence. 

Extra or supernumerary organs and misplaced 
or undeveloped ones are very prone to the de- 
velopment of malignant tumors. The unde- 


scended testicle is a prominent example. 


SUMMARY 


The conditions covered in this discussion do 
not, by any means, include all those which might 
have been mentioned, but the most important, 
in so far as we now know them have been enumer- 
ated and an effort made to show their frequency 
and the possibilities in their treatment, provided 
they are recognized as pre-cancerous while still 
m that stage. Every organ, gland and tissue in 
the body, is subject, with varying degrees of fre- 
quency, to be sure, but nevertheless to some de- 
gree, to the formation of lesions which, under 
certain conditions and with the addition of cer- 
tain excitants, may go on to malignancy. These 
constitute the great mass of lesions which we 
term the pre-cancerous stage. Many of these con- 
ditions are probably not yet recognizable and many 
have been studied very little, so that we know 
almost nothing about them, the time of their 
inception, the age of incidence, their frequency, 
symptoms, signs, the chances for malignant de- 
velopment and the best methods of treatment. It 
would seem that nowhere in medicine is there a 
greater field for investigation, and for the educa- 
tion, both of the public and of the profession, to 
the value not only of early diagnosis of carcinoma 
itself, but of early diagnosis of pre-cancerous 
lesions. 

This early diagnosis, with sufficient knowledge 
of the possibilities which may develop from the 
existing condition to make the prognosis clear, 
should do much toward furthering the willingness 
of both patient and physician to undertake the 
radical treatment of the pre-cancerous stage. 
Usually, this treatment is surgical, and it should 
be as thorough as that for carcinoma itself, in 
the removal of every vestige of potentially carci- 
nomatous tissue, although in the pre-cancerous 
stage there are, of course, no metastases, and so 
operation can always be less extensive, less muti- 
lating and with infinitely less risk to the patient. 
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A GLAUCOMA QUESTION* 


MicHskEL GoLpensure, M. D. 
Assistant Surgeon, Illinois Charitable Eye and Ear Infirmary. 


CHICAGO 


The tendency of observers of late years to 
separate the non-congestive type from the con- 
gestive types of glaucoma, has been attended with 
more or less success, largely due to the prevalent 
divergence of opinion as to the form of therapy 
to be applied in the former type—surgical or 
non-surgical. This latter phase of the question 
is, however, of no particular bearing on the mo- 
tive of this paper. This tendency, I am inclined 
to think, is not due so much to the definite knowl- 
edge at hand that the non-congestive type is a 
distinct entity as to our inability to explain this 
phenomenon upon the theories most favorable to 
the explanation of the congestive types of glau- 
coma. 

Some observers have even gone so far as to 
take the definite stand that glaucoma simplex 
is an absorptive form of optic neuritis, attended 
with cupping and a low grade uveitis. 

This theory was most self-satisfying; it re- 
lieved one of so much thought, it permitted the 
acceptance and application of the prevalent 
theories that explained nearly every phase of the 
problem of glaucoma. But as time went on and 
those working in the larger clinics where an 
abundance of material is always present, were 
able to observe these cases from this angle, they 
found that it was not quite so self-explanatory 
as it seemed originally, the result being the con- 
tinued divergence of opinion as to the therapy 
best suited to the non-congestive type of glau- 
coma. 

The observations to follow, extending over a 
period of years and deductions resulting there- 
from are based purely upon my own opinion. 
The theory which I wish to present is, I believe, 
original. I hase discussed this problem from this 
angle with but two observers,,for whose opinion 
1 have the most profound respect. One of the 
gentlemen did not agree with me, the other was 
quite enthusiastic. 

I am thoroughly aware of the vast amount of 
experimental work accomplished and the many 
fascinating theories propounded and recorded in 
the literature. I am thoroughly cognizant of their 
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value and appreciate, as we all do, their prac- 
tical application. To this already voluminous 
collection I wish to present for your view a theory 
upon one phase of the question only, and this I 
am inclined to think, will, in a measure, enhance 
the other theories now prevalent and looked upon 
favorably. 

In presenting this theory for your considera- 
tion I find myself approaching the subject with 
more or less timidity ; this timidity I am inclined 
to think is largely due not to its theoretical basis, 
per se, but to its very simplicity. 
then for your consideration is: 

Ist. Is the congestive and non-congestive type 
of glaucoma one and the same disease ? 

2nd. If so, why do we have congestive symp- 
toms in one and the absence of them in the other? 

In answer to the first question J am willing at 
this time to believe that they are one and the 
same disease. Their difference in my opinion is 
but one of intensity of the precipitant and the 
compensatory response of the eye-ball to that 
condition. I am sure we have all seen cases 
where the line of demarcation between the differ- 
ent types has been so vague that we would be will- 
ing to make a statement one day and reverse 
ourselves a few days hence. We have all seen 
cases where but one eye was involved. Again, we 
have seen bilateral cases where in one eye a cer- 
tain type prevailed and in the other a different 
type existed. We have seen cases where the con- 
gestive type has been engrafted upon a non-con- 
gestive case. In short, we have all seen every 
intermediate variety, forming a continuous trans- 
itien from the simple non-congestive type to the 
acute fulminating types. 

In answer to the second question. 1 believe 
the absence or presence of congestive symptoms 
is largely dependent upon the anatomic develop- 
ment of the eye-ball, by which I mean, we are 
all familiar with the following facts: That cer- 
tain anatomic conditions predispose to glaucoma, 
e.g. hyperopia, small cornea, shallow anterior 
chamber, highly developed muscle of accommoda- 
tion, and well developed ciliary processes, large 
lens, diminished circumlental space, ete. The 
capsule of the eye-ball consists of the cornea and 
sclera, which is more or less fixed, depending 
upon the age; the elasticity diminishing as age 
advances. The weakest point in this, we might 
say, fixed capsule, is the lamina cribrosa. This, 
we find, varies in thickness from 0.1 of mm. to 
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4mm. At this point we find a total absence of 
the scleral tissues. Occasionally a few fibres of 
the choroid may be present. But it consists al- 
most wholly of the fibers of the optic nerve and 
the lamina cribrosa, the lamina cribrosa repre- 
senting less than one-half of the thickness of 
the sclera and we find this consists largely of 
yellow elastic tissue. (Collins and Mayon). We 
have then an almost non-resistant capsule, with 
the exception of the lamina cribrosa, which varies 
in thickness, and is never more than one-half 
that of the sclera, almost entirely composed of 
yellow elastic tissue. 

Certain physiological changes take place that 
are worth recalling. 

The meshwork of the iris angle (ligamentum 


pectinatum) is a cellular structure at birth,’ 


which undergoes a progressive and physiological 
fibrosis, with subsequent sclerosis, until finally it 
becomes a fibrous structure. The individual 
strands of this meshwork are more than two 
times as large at advanced age as at birth, as a 
result the alveoli of the meshwork becomes 
markedly reduced in size. The spongy nature 
of this meshwork affords free access of aqueous 
to the venous sinus of Schlemm, thence by tribu- 
taries into the supra-choroidal space and an- 
terior uveal venous system. Fuch’s Iris Crypts 
afford direct access of aqueous to the veins of the 
iris. 

Pathologically we find early, a sclerosis of the 
ligamentum pectinatum and of the tissues to the 
inner side of Schlemm’s canal. In acute glau- 
coma the ciliary body is more or less distended by 
a venous stasis and may at times almost obliter- 
ate the circumlental space, thus pushing forward 
the root of the iris and lens. In old chronic 
eases the root of the iris is adherent to the 
posterior surface of the cornea, blocking off en- 
tirely or almost entirely the drainage angle. The 
openings for the exit of the venae vorticossae are 
narrowed. The anterior ciliary vessels are usually 
enlarged. The aqueous is said to contain a 
greatly increased quantity of albuminoids and 
inorganic salts. This increase is said to be 
greater in the acute form. According to Tronsco 
the colloid nature of the aqueous lessens its dif- 
fusability and prevents its free passage into the 
lymph channels. The cupping of the disc, its 
different graduations, the dipping of the vessels, 
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the arterial pulsation, the peri-pappillary pallor, 
etc., ete. 

To me the cupping of the disc is the most in- 
teresting phase of the entire glaucoma question. 
If it is a fact, and one I think, we are all more 
or less agreed upon, that the depth of the cup 
is not in direct ratio to the intra-ocular pressure, 
then the basic principle of this hypothesis is 
fundamentally correct. In other words, the disc 
with thé greatest cupping does not indicate the 
greatest intra-ocular pressure as seen in the so- 
called glaucoma simplex and buphthalamus. The 
dise with the least cupping is seen in the acute 
fulminating type. Between these two extremes 
we find every degree conceivable. This being ac- 
cepted as facts, we can now go on to the next step. 

Why this extreme cupping in one case with 
little or no congestive symptoms and the little 
or no cupping in the other case with the most 
pronounced congestive symptoms? 

According to the volumetric theory, the normal 
intra-ocular pressure depends upon the volume 
of fluids within the eye-ball. Any variation in 
the quantity gives rise to a change in the pressure. 
That is, if the balance maintained by inflow or 
production of fluids and the outflow or resorption 
is disturbed increased tension takes place. (Hen- 
derson). We need not at this time go into the 
further details of this theory for the purpose of 
this paper. 

The so-called circulatory theory which takes 
into consideration the hydrostatic pressure exist- 
ing between the venous system and the intra- 


‘ocular pressure should be mentioned and remem- 


bered. This is largely based upon the facts that 
the outflow of fluids into the sinus is by diffu- 
sion and not by filtration. Further, that the 
physiological thickening of the strands of the 
meshwork ofthe iris angle furnishes a mechan- 
ical obstruction between the anterior chamber 
and the venous sinus of Schlemm. Thus is 
maintained the balance of pressure between these 
two systems. 

The Fischer theory which is based upon the 
affinity of tissues for water or the tissue colloids 
for water should also be mentioned. 

We have then as the most pronounced predis- 
posing factor, the sclerosis of the meshwork of 
the iris angle and to a lesser degree probably 
many other factors. 

The circulation is probably an important 
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exciting factor, whatever the factor or factors 
may be that can or will produce a disturbed cir- 
culation. What conditions will produce an 
anatomic pathology or psychic disturbance is not 
material to this question. Again, whether the 
aqueous as the result is in such state, by that 
I mean its viscosity, that diffusion through the 
iris angle is impeded or impossible is also not in 
point here. 

The facts remain whatever the predisposing 
cause or causes may be. Whatever the circulatory 
factor or factors may be that can precipitate an 
attack, the resultant state, whether it be a mild 
or a violent attack of glaucoma is entirely de- 
pendent upon the degree of the predisposing and 
exciting factor or factors and the compensatory 
ability of the eye to respond to the abnormal 
condition. 

To simplify this statement, let us conceive of 
a case where the predisposing elements are pres- 
ent in a mild degree and the precipitating fac- 
tor present to the same degree—glaucoma will 
result, but the attack may be so mild as to pass 
unobserved. As time goes on and if this delicate 
balance is not corrected, other attacks will result 
and eventually sufficiently severe to produce symp- 
toms recognized by the patient, when he will 
consult a physician. 

Again we know that if the intra-ocular pres- 
sure should rise suddenly to a considerable height, 
congestive symptoms will result. As in the 
swelling of the lens in trauma. Again the symp- 
toms are absent when the increase in tension is 
gradual and remains within narrow limits, as in 
intra-ocular tumor. I have seen a tumor occu- 
pying four-fifths of the globe, and at no time 
was the pressure elevated. Again in buphthala- 
mus we have the marked enlargement of the cap- 
sule, the deep ampullaform cupping entirely out 
of proportion to the pressure. Here we prob- 
ably have an absence of the precipitating factor 
and a preponderant presence of the predisposing 
factor, the anatomic state. Again in ectasia of 
the cornea or sclera. Disease of these parts pre- 
ceded the bulging, the intra-ocular pressure was 
greater than the external pressure and ectasia 
resulted at the point of least resistance. Again, 
I have seen staphyloma of the sclera in the ab- 
sence of a history of previous diseases as in the 
following case which is in point here: 


Case rx. D. B. Aet. 67, married, salesman. 


Above 
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average intelligence. First came under my observa- 
tion October 28, 1915. 

Family history good. 

Personal history: Subject to dizzy spells which 
may come on suddenly and is at times compelled to 
support himself to keep from falling. Also has dizzy 
spells after close work. Difficult to read with present 
glasses. 

Lost sight in right eye gradually. First noted fail- 
ing vision about twenty years ago. Has never had 
any pain or redness of eyes worth mentioning. 

Examination disclosed the following: 

Right. Vision, nil, no perception or projection. 
Eye deviated outwards and appears prominent. 

Cornea. Deep infiltration, luster absent. Epithe- 
lium roughened, but does not take the stain. 

Sclera. Thin and bluish over entire equator. Has 
a large staphyloma over attachment of internal rectus, 
another staphyloma not quite so large over attach- 
ment of external rectus. 

Tension. To finger about 3 plus. 

Left. Vision 20/80, glasses 20/33 minus 2. Dilata- 
tion with euthalamine. Gave +1.00 20/25. Reading, 
Snellen 3. 

Cornea. Anterior chamber, iris negative. 
rider’s of incipient cataract. 

Fundus. Negative. 

Tension. Taken with Schiotz tenometer three times. 

R. Average 70, L 22. 

Urinalysis repeated. Negative. Had passed insur- 
ance examination about two years previous. 

Dec. 14, 1915. Tension again taken with tenometer. 

R. Average 70, L. 18. 

Transillumination of right for possible neoplasm 
neg. 

Last seen January 16, 1917. 
Vision, nil. 

L. 20/40, Correction 20/33 minus 1—small central 
opacity developing in lens. Tension neg. 

Repeated perimetry disclosed nothing in particular 
in left eye. The patient in this case has since passed 
away. I was unable to get this eye, owing to their 
moving east. 


It was my opinion, in this case, that the 
Schleral staphylomata were the result of the in- 
creased pressure. The probabilities are that the 
lamina cribrosa was thick or had been forced 
back as far as possible and the sclera proper then 
became the point of least resistance and bulged 
at these parts. 

Another case in point to this subject, is the 
following : 

Case 2. C. B. Aet. 56, married, harnessmaker. 

First came under my observation May 22, 1917. 

Family and personal history good. Is at times sub- 


ject to rheumatism and left side of face swells occa- 
sionally. 


Eye history. For the past three years has noted 
that the vision in his left eye becomes blurred, some- 


Lens 


Right. Tension high. 
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times, so bad that he cannot see to do his work. There 
is some pain with these attacks, which come and 
go, but never severe. Eye becomes blood-shot and 
feels is if pressure was being applied. 

Right eye. Vision, fingers at two feet on temporal 
side only for past two years. Central vision is entirely 
He does not recall when this first started. 

Tension. To finger, normal. 

Cornea. Anterior chamber neg. 

Iris dilated to 6 mm. 

Ophthalmoscopic examination: Typical glaucoma 
simplex, depth of cup about 3 diopeters, fundus other- 
wise neg. 

A few stationary cholesterin crystals were found 
in the vitreous. 

Left eye. Vision, 15/50+-.50—=+.50 axis 180 15/33. 
Tension to finger questionable if elevated. 
Cornea. Anterior chamber, iris neg. 

Oy; 'ithalmoscopic findings, media, neg. Many small 
fresh hemorrhages, both deep and superficial through- 
out retina. Arteries somewhat contracted. Veins di- 
lated and tortuous. No cupping of disc recognized. 

Repeated urinalysis disclosed, both hyaline and 
granular casts. Undoubtedly the cause of the tor- 
tuosity of the vessels and the hemorrhages. These 
hemorrhages were eventually absorbed with some im- 
provement in vision, veins remained somewhat tor- 
tuous. 

The disc now showed a possible cupping of one 
diopeter. 

Operation. Vision improved slightly. Tension nor- 
mal. There has, however, since been a gradual de- 
crease in vision. 2/3/20 R. Vision nil. Cupping now 
about 7 diopeters, fundus otherwise neg. 

Left. Vision with glasses about 15/50 with diffi- 
culty. 

At no time has there been an elevation of tension 
since operation. 


gone. 


A summary of these two cases discloses some 
interesting points. 

In case 1, we found an eye-ball with a tension 
of 70 with marked ectasiae of the sclera over the 
attachments of the muscles which incidentally 
is the thinnest part of the sclera proper, with a 
complete absence of congestive symptoms over 
a period of twenty years. The other eye being 
absolutely normal with the exception of the in- 
cipient cataract. 

In case 2, we have in the right eye a typical 
glaucoma simplex picture with about seven 
diopeters cupping. In the left eye a mild con- 
gestive type of glaucoma with barely perceptible 
cupping. 

To Recapitulate: ‘ 
1. The outer coat of the eye-ball is not in all 


cases a non-elastic capsule. The lamina cribrosa 
varies in thickness from 0.1 mm. to 0.4 mm. 


January, 1921 


(Saltzman states that it is impossible to accur- 
ately measure the thickness of the lamina crib- 
rosa.) It is made up almost entirely of yellow 
elastic tissue and is therefore the point of least 
resistance. Thus the degree of cupping is not 
dependent upon the intra-ocular pressure, but 
upon the thickness of the lamina cribrosa and the 
composition of its constituent elements. 

2. There is no positive line of demarcation 
between a glaucoma simplex and a very mild 
form of congestive glaucoma. The presence of 
the so-called lacunar or cavernous atrophy of 
Schnabel and others found in the optic nerve, 
which advocates of the glaucoma simplex entity 
put forth to prove their contention is also seen 
in myopia. Stock found the same lacunea in 
eight cases of myopia. We are all more or less 
satisfied that advancing myopia is due to disease 
of the sclera. In other words, we again have 
the factor of the intra-ocular pressure greater 
than the resistance. The fact that the congestive 
type of glaucoma is never seen in myopia is most 
significant. Therefore, is it not conceivable that 
these lacumae which are first seen as tiny clear 
spaces in the lamina cribrosa and in the optic 
nerve tissue and are thought to fuse and form 


larger cavernae are the result of the pressure 


with the eventual pressure atrophy. Schnabel 
contended that the cupping in all cases of glau- 
coma was so formed. The fact that the lamma 
cribrosa may almost entirely disappear or may 
bridge across the cup like a cord or lie back 
against the optic nerve trunk is worthy of record. 
Summary: 

1. Non-congestive and congestive glaucoma 
is one and the same disease. The difference be- 
ing only one of degree. 

2. The cupping is not in direct ratio to the 
pressure, but largely dependent upon the thick- 
ness of the lamina cribrosa and the nature of its 
component elements. 

3. The presence or absence of congestive 
symptoms is entirely dependent upon the con- 
genital or pathologic anatomic state and the de- 
gree of intensity of the precipitating factors. 

4. In glaucoma simplex the absence of 
congestive symptoms is entirely due to a very 
thin distensible lamina cribrosa plus the very 
mild exciting factor or factors, the lamina crib- 
rosa acting as a sort of compensatory valve to 
this mild transient precipitant. 

104 South Michigan Avenue. 
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THE SURGICAL TREATMENT OF GAS- 
TRIC AND DUODENAL ULCER, WITH 
A NEW METHOD OF PYLORO- 
PLASTY.* 


Atrrep A. Srrauss, M. D., 
CHICAGO. 


The types of operation for gastric ulcer have 
varied from simple gastroenterostomy to partial 
gastrectomy. 

It is a well-known fact that those patients who 
have had their ulcers excised make a better re- 
covery and remain free from symptoms, while 
those who have simple gastro-enterostomy with- 
out removal of the ulcer have a more protracted 
course of symptoms after operation and many of 
them show very little improvement. 

When gastroenterostomy was first employed 
about thirty years ago, it was thought by those 
who performed this operation that it would pro- 
duce drainage from the stomach to such an ex- 
tent that all the food would pass through this 
opening and none through the normal pylorus. 
Since then many advances have been made in our 
knowledge of the physiology of the stomach, and 
also in the pathology of ulcer, through fluoro- 
scopic and roentgen-ray examinations. In all 
these studies it has been proved that a stomach 
with a gastroenterostomy functions in an entirely 
different manner from that intended by the 
original operation; namely, that instead of the 
food passing through the gastroenterostomy open- 
ing, about 50 per cent or less pursues this course, 
while the larger amount still passes through the 
normal pyloric opening. Simple gastroenter- 
ostomy for gastric ulcer is of very little value 
because practically all the food that passed along 
the lesser curvature before operation continues 
to do so following operation. By far the most 
important contra-indication for gastroenter- 
ostomy is the fact that it is impossible to tell 
without microscopic examination whether a 
gastric ulcer is malignant or benign. Surely no 
one would advocate a simple gastroenterostomy, 
leaving a malignant ulcer on the lesser curvature, 
when this ulcer can be quickly and safely removed 
by a simple method of excision. 

The advocates of simple gastroenterostomy for 
lesser curvature ulcer claim that there is regurgi- 


_ “Read before the 70th Annual Meeting of the Illinois 
State Medical Society at Rockford, May 19, 1920. 
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tation of bile through the gastroenterostomy 
opening into the stomach, which has a curative 
value in healing the ulcer by reducing the acidity 
of the stomach. When we consider the physiology 
of digestion in its relationship to the flow of 
bile, this theory of regurgitation and reduction 
of acidity becomes very doubtful. The bile and 
pancreatic secretion mixes with the 50 per cent 
or more of food which comes through the pylorus. 
This passes on into the jejunum and not through 
the gastroenterostomy opening. Practically no 
bile can regurgitate into the stomach during the 
process of digestion and the only time bile may 
regurgitate into the gastroenterostomy opening 
is at night when the patient is at rest, and the 
stomach is empty. We know that when the stom- 
ach is empty the bile flows back into the gall- 
bladder instead of flowing into the duodenum, 
and the gall-bladder only discharges its bile into 
the common duct when there is a reflex stimulus 
produced by food passing through the duodenum. 
Furthermore, if enough bile were to pass through 
the gastroenterostomy to produce a curative ef- 
fect, such an amount of bile would nauseate the 
patient and give symptoms of a vicious circle. 
While the acidity is somewhat reduced following 
gastroenterostomy, the change is not sufficient 
and the clinical results are not good enough to 
warrant the employment of simple gastroenter- 
ostomy for the relief of gastric ulcer. 

In my opinion, every gastric ulcer, no matter 
where located, can be and should be excised. 
If the conditions are such that excision is im- 
possible then the ulcer should be totally destroyed 
by cauterization. In addition to the excision or 
the destruction of the ulcer I believe a pyloro- 
plasty should be performed, instead of gastro- 
enterostomy, in order to give the stomach a quick 
emptying time. These opinions are based upon 
the following fundamental facts: 

There is no means of ascertaining by the his- 
tory, clinical or laboratory findings, fluoroscopic 
or roentgenray examination, whether such an 
ulcer is benign or malignant. The only means 
that we have at our command for determining 
the nature of the ulcer is microscopic section. 
Thalheimer and Wilensky have shown, by making 
serial sections of several hundred gastric ulcers, 
that a large number of these lesions which were 
thought to be benign from examination of a 
single section were malignant. In many in- 
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stances they found the malignant area to be no 
larger than a pin-head or a split pea. In not a 
single instance did they find any evidence of 
malignancy one centimeter beyond the area of 
infiltration in the stomach wall. This empha- 
sizes the fact that if an ulcer is excised for a 
centimeter or two beyond the indurated area, 
you have performed as radical a removal for 
practical purposes as though half of the stomach 
had been removed by partial gastrectomy. 

In excised ulcers it is possible to demonstrate 
micro-organisms just as in an infected gall- 
bladder or appendix, and recent researches seem 
to prove that these ulcers are localized infections. 
Therefore, the same surgical principles that hold 
good for excising the gall-bladder or removing 
the appendix should hold good for removal of 
these lesions in the stomach. 

In a series of nineteen patients who had a 
marked hyperacidity before operation, all had a 
normal or subnormal acidity following excision 
and pyloroplastry. This demonstrates my con- 
tention that the ulcers caused the hyperacidity 
and hypersecretion instead of being the result of 
this hyperacidity and hypersection. This fact 
also supports the theory that these gastric ulcers 
are localized infections. 

By performing a pyloroplasty in conjunction 
with ulcer excision, instead of gastroenterostomy, 
we give the stomach a quick emptying time— 
about half that of normal, which prevents hyper- 
acidity and continued hypersecretion and leaves 
the stomach and duodenum in their normal ana- 
tomic and physiologic relationship. Many 
surgeons when excising ulcers on the lesser curva- 
ture have performed gastroenterostomy in addi- 
tion, to prevent pylorospasm which delayed the 
emptying time of the stomach. I am sure that 
gastroenterostomy is entirely unnecessary to pre- 
vent pylorospasm. This can be accomplished by 
a simple pyloroplasty in which a small portion of 
the sphincter muscle of the pylorus is removed. 
This relieves the spastic condition of the pylorus, 
does away with its sphincter control and allows 
the stomach to empty in about half its normal 
time. I have practised this for the last five years 
and have had no occasion to resort to gastroenter- 
ostomy for the purpose of relieving pylorospasm. 

In favor of this operation are the facts that 
by excising the ulcer and only removing the 
pathologic tissue the patient is relieved of his 
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lesion and the stomach is left intact to carry on 
its important normal physiologic function. The 
combined operation of ulcer excision and py- 
loroplasty requires less time than gastroenteros- 
tomy or any other type of operation, it takes 
less surgical skill and produces less shock to 
the patient. 

The clinical course in a large number of 
cases that I have operated on by this method has 
been most satisfactory. The patients are placed 
in Fowler’s position as soon as they are out of 
the anesthetic; they have no gas pains, and none 
of them vomit or have any gastric distress. They 
are not allowed anything by mouth for forty- 
eight hours, but receive one quart of saline or 
5 per cent. glucose solution intravenously and one 
quart of 5 per cent. glucose in divided doses per 
rectum every twenty-four hours for two or three 
days. I do not allow water by mouth for forty- 
eight hours because, first, withholding the water 
keeps the stomach dry and prevents nausea and 
vomiting; second, experimental work on dogs 
demonstrates that the early administration of 
water interferes with healing because of the fact 
that the stitch holes in the sutured area become 
water-soaked, although leakage does not occur. 
At the end of forty-eight hours the patients are 
allowed milk and cream in one and two ounce 
doses ; on the fifth day a light, soft diet is per- 
mitted; on the eighth day a soft diet and at the 
end of the second week a full diet is given. 

I do not give sodium bicarbonate or calcined 
magnesia. The patient needs no medical care 
or special diet because he has now a normally 
functioning stomach. The only symptom that 
these patients complain of at first is marked 
hunger, which is probably due to the rapid emp- 
tying of the stomach. It is interesting that all 
these patients that have been followed up have 
gained very rapidly in weight and are able to 
eat all kinds of food. Fluoroscopic examina- 
tion four years after operation showed that they 
all have an emptying time from one and a half 
to three hours. I believe this is an important 
factor and explains why these patients are free 
from gastric symptoms without medical aid or 
alkalies. At a recent laparotomy on a patient 
for ventral hernia whom I had operated on five 
years ago for gastric ulcer, the pyloroplasty was 
shown to be in exactly the same condition as 
when first performed, and the fascial transplant 
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used at the site of excision was perfectly intact. 

From a consideration of the above statements 
it is readily seen that ulcer excision is the only 
logical procedure for the relief of this condition, 
and in my opinion simple excision in conjunc- 
tion with pyloroplasty is far superior to partial 
gastrectomy. The latter operation produces far 
more shock, requires more time and, most im- 
portant, removes a large portion of one of the 
most essential organs in the body, giving a much 
higher mortality. 

The operation which I employ has no greater 
mortality than appendectomy or herniotomy. 
The technic is as follows: a ligature is placed 
upon the gastric arteries of the lesser curvature 
well beyond each end of the indurated area. An 
eliptical incision is then made around the in- 
durated area of the ulcer through the muscularis 
down to the mucosa. A scalpel is then placed 
between the mucosa and muscularis and several 
strokes around this area frees the mucosa from 
the muscularis so that it balloons up like a 
pouch. The indurated area is then free and 
one can see the normal mucosa which has been 
freed with the scalpel beyond the indurated area. 
A stomach clamp is then applied and the ulcer 
is cut away with fine scissors. The mucosa is 
carefully examined and any portion which 
looks pathologic is trimmed away. The mucosa 
is then closed separately with a Connell suture 
and reinforced by a Lembert suture. If the ulcer 
is of small size the muscularis can be closed by 
simple edge-to-edge suture and the omentum 
brought over this area, but when the ulcer is 
of large size it would be very difficult to bring 
the muscularis together without producing a 
marked deformity of the lesser curvature. For 
this reason an oval-shaped piece of fascia lata is 
removed from the thigh and is imbricated be- 
tween the mucosa and the muscularis. This is 
accomplished by simple over-and-over suture. 

The next step is the pyloroplasty. The pyloric 
portion of the stomach is grasped between the 
thumb and index finger; an incision is made 
one inch in length from the pyloric ring back 
upon the pyloric antrum. This first incision 
goes through the muscularis down to the mucosa. 
A scalpel is then placed between the mucosa and 
muscularis in order to free the mucosa from 
the muscularis. A second incision is made at 
right angles to the first, going through the 
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muscles of the pyloric ring down to the mucosa. 
A triangular portion of the free edge of the 
pyloric ring muscle is cut away, leaving a window 
of mucosa. The entire area, both ulcer and 
pyloroplasty, is covered by the free edge of the 
omentum. I consider the bringing over of the 
free edge of the omentum one of the most im- 
portant and vital portions of the operation. 
I showed six years ago in my experimental work 
on dogs that the omentum not only prevents 
leakage and hemorrhage, but establishes a new 
blood supply afid collateral circulation to the 
transplant and that portion of the stomach. 

In the surgical treatment of duodenal ulcer 
the same underlying principles that hold good 
for gastric ulcer, with the exception of carci- 
noma, hold good for duodenal ulcer. That is, 
the best treatment for duodenal ulcer is simple 
excision whenever this is feasible. When this 
operation is impossible, owing to the location 
of the ulcer—as for instance, in the posterior 
wall of the duodenum, or far down in the second 
portion of the duodenum near the pancreas or 
common duct, permanent pyloric closure with 
gastroenterostomy should be performed. If the 
ulcer is on the anterior wall of the duodenum, 
two to three inches from the pyloric sphincter, 
a simple circular incision should be made around 
the ulcer through the muscularis down to the 
mucosa. A very fine eye scissor is then taken 
to cut away the ulcer. The defect in the duo- 
denum thus produced is closed transversely to the 
long axis of the bowel with interrupted fine cat- 
gut sutures, first suturing the mucosa and then 
the muscularis. This is reinforced by a row of 
interrupted Lembert sutures. A pyloroplasty is 
performed in the pyloric ring the same as in 
gastric ulcer, and the entire area is covered with 
the free edge of the attached omentum. 

When simple excision is impossible a combined 
operation of closure and excision pyloroplasty 
should be performed using the following technic: 
the pylorus is grasped between the thumb and in- 
dex finger. An incision is made through the mus- 
cularis down to the mucosa around the ulcer, 
carrying it through the pyloric ring, and then 
in the shape of a tongue into the pyloric antrum. 
A scalpel is then placed between the mucosa and 
muscularis and several strokes along the line of 
this incision frees the mucosa from the muscu- 
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laris, so as to allow the mucosa to balloon out. 
By means of a fine-pointed eye scissors the ulcer 
is now cut away. The mucosa of the tongue- 
shaped flap of the pylorus is then brought for- 
ward into the defect and sutured separately, with 
a Connell stitch. The muscularis is sutured 
separately with a continuous over-and-over 
suture. The free edge of the attached omentum 
is brought over the area operated on and at- 
tached with interrupted sutures. 

This plastic operation has the following ad- 
vantages: it removes the ulcer amd at the same 
time destroys the pyloric sphincter, making that 
area of the stomach much wider and allowing 
the stomach to empty very quickly. It is very 
simple and takes only a few minutes to per- 
form. 

When excision is impossible, should pyloric 
closure be performed in conjunction with gastro- 
enterostomy? ‘There are many surgeons who 
maintain that they get as good clinical results 
with simple gastroenterostomy as with pyloric 
This is due to the fact that these men 
have performed a pyloric closure which only lasts 
from five to twenty days, after which time the 
pylorus is again open. 


closure. 


Therefore, their clinical 
end-results are the same in both instances because 
the pyloric closure did not remain intact long 
enough to give the patient any benefit, for some 
of these ulcers require from six months to a year 
to heal, and some may never heal. Consequently, 
the only logical form of pyloric closure is the 
permanent one. 

There is certainly a great difference in the 


clinical course of patients following pyloric 
closure as compared with patients who have sim- 


ple gastroenterostomy. This can be easily ex- 
plained by the fact that this simple closure pro- 
duces all the underlying principles, absolutely 
and permanently, that the medical man strives 
to attain by his treatment of duodenal ulcer, 
and which he can accomplish only relatively and 
for short periods. For instance, by starving his 
patient he prevents food from passing over the 
uleer, but he can only continue this treatment 
for a short time. By giving large quantities of 
alkalies he prevents hydrochloric acid from pass- 
ing over the ulcer, but this also, he can only do 
for relatively brief periods. By giving atropin 
he relieves the pylorospasm and hyperperistalsis, 
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but this can only be carried to a certain point 
on account of tropin poisoning. By performing 
a permanent pyloric closure, which requires only 
about ten minutes, food and hydrochloric acid 
are prevented from passing over the ulcer and 
all peristaltic waves in the duodenum are inter- 
rupted from the point of closure around to the 
gastroenterostomy. 

The technic of pyloric closure consists of mak- 
ing an incision one inch in length from the 
pyloric ring back upon the pyloric antrum, 
through the muscularis, down to the mucosa. 
Two strokes with the scalpel on each side, be- 
tween the mucosa and muscularis, frees the 
mucosa sufficiently so that the thumb can be 
placed under the pylorus and, grasping the edge 
of the muscularis, the entire muscularis can be 
everted so that the mucosa lies on the everted 
muscularis, like a rubber tube. It can then be 
easily shelled away and separated with a sharp 
scalpel from the muscularis. A free fascial 
transplant from the fascialata is then sutured 
around the mucosa with heavy waxed silk su- 
tures, forming a tight cuff, the mucosa is dropped 
hack and the muscularis is closed with contin- 
uous fine catgut suture. The area operated on 
is covered with the free edge of the attached 
omentum of the lesser curvature. 

In regard to the relation of the medica? anu 
surgical treatment, I believe that duodenal ulcer 
is primarily a medical condition and that every 
patient with a duodenal ulcer should have at 
least one period of thorough medical treatment 
before surgical measures are considered. I do 
not believe the same can be said regarding gastric 
ulcers. I believe that gastric ulcer is primarily 
a surgical condition because there is no means 
by our present methods of diagnosis of telling 
whether the ulcer is benign or malignant, and 
I do not think there is any medical man who 
would care to go on record as being willing to 
treat a malignant ulcer medically. Furthermore, 
when one considers the mortality of gastric ulcer 
during or following medical treatment of unrec- 
ognized carcinomatous ulcer, perforations and 
hemorrhages of ulcers, and compares them with 
the low mortality of simple excision of these 
ulcers, the advantage of surgical treatment is 
easily recognized. 
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ENURESIS* 


J. C. Krarrt, M. D. 
CHICAGO 


Enuresis is the involuntary emptying of the 
bladder. This act may be normal or it may be 
abnormal. To know the abnormal we must know 
the normal, and to know the normal we must 
know the mechanism of micturition. 

The bladder has two muscles; the bladder 
muscle or detrusor and the spinchter. Both re- 
ceive their nerve supply from segments of the 
third, fourth, and probably fifth sacral nerves. 
The motor centers keep the spincter contracted 
and the detrusor relaxed. When the bladder be- 
comes filled, the sensory nerves carry sensory im- 
pulses to the sensory centers in the cord, These 
sensory centers are connected with the motor 
centers by association fibres and when the motor 
centers become sufficiently irritated, the detrusor 
contracts, the sphincter relaxes, and the bladder 
is emptied. This act is made easy by the strong 
detrusor, the weak sphincter, and the sensitive 
nervous system. 

In infancy the act of urinating is a reflex one. 
Later the spinal centers are controlled by cere- 
bral centers. The time when this control is 
established depends largely upon the condition 
of the nervous system and upon training. If 
this coutrol is not established by the end of the 
third year, there is true enuresis. 

Omitting organic brain disease, the predispos- 
ing cause of enuresis is irritability of the nerv- 
ous system. This irritability may be hereditary 
or it may be acquired. Hereditary, when parents 
or other members of the family give a history 
of having had enuresis or any form of functional 
nervous disease ; acquired, through any condition 
causing increased irritability of the nervous sys- 
tem. 

The exciting cause of enuresis is in the urinary 
tract or outside of the urinary tract. If in the 
urinary tract, it is in the urine or in the urinary 
organs. If outside of the urinary tract, it is 
close by or remote. If in the urine, there may be 
concentration, hyperacidity, alkalinity, or bac- 
teriuria. If in the urinary organs, there may be 
disease, injury, malformation, new growth, or 
foreign body. If the cause is outside of the 
urinary tract and close, there may be constipa- 
tion, seat worms, fissure of the anus, prolapse of 
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the rectum, pruritus, or pressure anywhere along 
the urinary tract. If the cause is outside of the 
urinary tract and remote, we may have any con- 
dition causing increased irritability of the nerv- 
ous system, especially anemia, tuberculosis, dia- 
betes, enlarged tonsils and adenoids, and spinal 
lesions. 


In urine: conc., hyperac., alk., bact. 
In ur. tr. {in ur. organs: dis., inj., malf., new gr., for. 


body 
Cc Close: const., worms, fiss., prol., pruritus, 
pressure. 
Outside { niu Incr. irrit., an., tbe., diab., enl. 
tons., spinal les. 


There are cases of idiopathic enuresis, but a 
systematic search will usually bring out some 
cause for this condition. Treatment is success- 
ful only when the cause is known. 

When giving large quantities of fluids in con- 
centrated urine, keep the body cool to prevent per- 
spiration. 

In hyperacidity bicarbonate of soda gives bet- 
ter results than citrate of potash. To prevent 
irritation of stomach, give liquid takadiastase 
before meals. 


Bacterial infection is usually due to the colon 
bacillus. Here vaccines are of benefit. But the 
colon bacillus found in the urinary tract is differ- 
ent than the one found in the intestinal tract, 
the one grows in an acid medium and the other 
in an alkaline medium, therefore an autogenous 
vaccine must be used. 

With bloody urine rule out scurvy and san- 
tonin. 

When enuresis is associated with an acid urine, 
pus, and epithelial cells, treat pyelitis first. For. 
if the condition is acute, this means pyelitis; if 
it is chronie, it is due to calculi or tubercular kid- 
ney. If the urine is dark and smoky, there is 
also a nephritis. 

Urinary antiseptics are of no value. The 
mucous membrane of the urinary tract is so 
sensitive that the administration of an antiseptic 
will cause irritation long before exerting any 
antiseptic properties. Formaldehyde will often 
cause irritation, inflammation, and hematuria. If 
there is hematuria and the blood is mixed with 
the urine, it comes from the kidney; if the blood 
shows at the beginning of urination, it comes 
from the urethra; and if it appears at the end of 
urination, it comes from the bladder. Each calls 
for different treatment. 

Inflammation of the bladder is due to infec- 
tion. Urethritis is not common, and gonorrhea 
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is rare. The most important treatment is hy- 
gienic and dietetic. 

In constipation a simple warm water enema 
at bedtime will stop bedwetting. But do not at- 
tempt high colonic flushing. 

Seat worms are a common cause. An enema 
of the tincture of chloride of iron and water, 
one to four, is of benefit when the worms are con- 
fined to the rectum; when they are higher up, 
use santonin. 

Anemia causes enuresis, especially in those chil- 
dren who have tubercular glands or general tu- 
berculosis and in girls about the time of men- 
struation. Here iron works well when mixed 
with sunshine. Reduced iron is the best form. 

Belladonna is used about as often in enuresis 
as arsenic is in chorea and is almost as often 
contraindicated. But it is an antispasmodic and 
is of value in the hereditary form and in those 
cases of exudative diathesis with a history of ec- 
zema or asthma. The most reliable preparation 
is Lloyd’s tincture. Push it to the full phys- 
iologic effect; children bear it well. If it helps, 
there will be some improvement in two weeks. 

Strychnine is indicated when there is a relaxed 
spincter. In these cases you will usually find the 
rectal spincter relaxed also. This occurs in pale 
flabby children. Strychnine must be used 
cautiously in childhood, and never in infancy. 

With increased irritability of the bladder, when 
all else fails, try minute doses of cantharides.. 

There is a class of cases in which enuresis is 
due to some defect of the ductless glands. These 
children are usually of the short squatty type and 
bear organic extracts well. The dry thyroid 
gland is better than the extract. A long lean 
lanky physique is a contraindication for the use 
of any organic extract. 

Epidural injections of normal salt solution, 
hypnosis, ergot, electricity, | hyoscyamus, 
grindelia, and rhus have come and gone. 

There are cases in which the muscles of the 
back are tense with tender points along the 
spine. These cases are benefited by manipulation 
and the salicylates. This is the class of cases 
often relieved by the osteopath. 

In the hereditary form where a child is being 
raised’ in an atmosphere filled with mother’s 
whines and father’s bursts of anger, the training 
is also faulty. Punishment is often resorted to. 
Corporal punishment is always harmful and 
usually aggravates the condition. These cases 
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do well when taken away from home. The moun- 
tain side will do wonders when the rest of the 
family is left at home. 

There are cases of apparent enuresis. These 
are due to shamming. They occur in older chil- 
dren about the time they are sent away to school. 
They develop nostalgia and resort to this method 
in trying to be sent home. These cases can be 
detected by having the child urinate: in a true 
enuresis there is never a full stream, the quantity 
voided at one time is small, the meatus is moist, 
the clothing is stained, a catheter or cystoscope 
will show residual urine in the bladder, and when 
they wet the bed, they do so early in the 
evening. In shamming the bed is wet in the 
morning before rising. The condition is cured 
when the diagnosis is made. 

Give written instruction regarding diet, time 
for meals, and time to be consumed at every 
meal. Do not restrict fluids, a concentrated urine 
is just as irritating as a full bladder. Remember 
the four don’ts: nothing fried, no pastry or 
sweets, nothing strongly seasoned, no coffee or 
tea. 

Preach the gospel of cleanliness. Inquire not 
only about the personal cleanliness, but about 
the cleanliness of the bed, bedclothes, and bed- 
room. Dirty linen and vermin may cause enough 
irritation in the susceptible to cause wetting. In- 
sist upon a hard mattress without a spring, to 
prevent motion during sleep. Have few bed- 
clothes, a heavy blanket acts like a hot water 
bottle over the bladder. 

Cerebral inhibition is at its lowest during 
sleep, therefor the nocturnal form of enuresis is 
the most common. Sleep is most profound dur- 
ing the second hour, therefor wetting occurs most 
frequently during the first two hours after re- 
tiring. Instruct the mother to watch and see 
how long after retiring the wetting occurs, then 
take up the child prior to this time. 

Wetting occurs most frequently when a child 
sleeps on its back. Make a wide bandage with a 
baseball sewed into it and fitted so that the child 
will be awakened by pressure as soon as it turns 
on to its back. 

We often hear glowing reports regarding a cer- 
tain remedy. The author becomes very enthused 
when relating the virtues of his newly found 
drug. He tells his friends and his enthusiasm 
is taken up even by his patients. And it is this 
very enthusiasm which is his strongest remedy, 
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because it acts as a suggestion. Suggestion is a 
powerful remedy in the treament of children: 
they will often yield to it when all drugs fail. 
It is the means for gaining their cooperation. 
And when we have their cooperation, and a strong 
suggestion, it is easy to appeal to their pride. 
And when you have touched their pride, you 
can safely promise a speedy reward. 
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EMPYEMA: DAKIN—CARREL TECH- 
NIQUE* 
Francis Parrrer Horan, M. D., 
EVANSTON, ILL. 


While in the army in 1918 at General Hos- 
pital 14 at Fort Oglethorpe, George, we were en- 
gaged in finding some surgical solution for the 
treatment of empyema. The influenza epidemic 
was raging and the boys who could survive it 
died many times of pneumonia or empyema. The 
death rate from empyema, especially at opera- 
tion or right after, was so appalling that the U.S. 
government appointed an empyema commission, 
whose function it was to find some surgical 
procedure that was less of a shock in these cases 
and would reduce the mortality of the old rib 
resection that was being done with such fright- 
ful results. All the Army Hospitals in this 
country and abroad were working to find some 
improvement on the old costectomy on these early 
eases. The activity and enthusiasm of the em- 
pyema commission and the men who were en- 
gaged in empyema work was very remarkable. 
Every Army Hospital was sending in its results 
to the Surgeon General, and he in turn had them 
printed in pamphlet form and redistributed. 1 
am not going to tell you of the variety of treat- 
ments that were reported but instead I am going 
to tell you what we did at General Hospital 14 


under Colonel Edward Martin of Philadelphia. 
The cases were transferred to us from the mei- 


ical department when it was necessary for surgi- 
cal interference. They were again thoroughly 
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examined by medical men who were attached to 
the empyema department. The diagnosis was 
confirmed by means of the x-ray and exploring 
needle. The exudate was examined as to bac- 
teria and a bacterial count made. 

Many of the cases were treated by aspira- 
tion 5 or 6 times before a thoracotomy was done. 

The thoracotomy was performed under local 
anesthesia, 1.5 per cent. novocaine solution. The 
field was prepared by washing thoroughly with 
neutral soap and water, dried and painted with 
a 5 per cent. solution of Dichloramine T. This 
solution was freshly prepared and accuratel) 
titrated. 

The point of election was usually in the 7 or 
8 interspace in the anterior, middle or posterior 
axillary fold, but many times we had to make 
our incision in other places, the angle of the 
scapula, ete. 

An incision of about 5 of an inch was made 
through the skin down to the intercostal muscles, 
then a very slight incision, more of a puncture, 
was made in the opposite direction, through the 
intercostal muscles and the parietal pleura into 
the empyema cavity. At the same time a rubber 
tube 5g of an inch in diameter, held by a hemo- 
stat was forced through the incision into the cav- 
ity a distance of 3.5 inches. The distal end of 
the tube was clamped off. 

The tube that we inserted between the ribs was 
54 of an inch in diameter with a 3 lumen, 
giving the tube wall 4 of an inch in thickness, 
and 18 inches long. 

A flat cork of 1.75 inches in diameter was 
punched out in the middle for the tube to fit 
through, so when the tube was inserted into the 
cavity the cork would fit tight against the chest 
wall making it air tight. Two silk worm sutures 
were passed through the skin on either side of 
the tube and tied bringing the skin tight around 
the tube and the long ends of the sutures were 
crossed and tied over the cork fastening it sure 
to the chest wall. 

After the tube is properly fixed in the empyema 
cavity which takes less than 5 minutes, then the 
distal end of the tube is connected to another 
tube that contains a 3 foot column of water an 
empties into a Wolf bottle. The clamp is removed 
and siphonic drainage is established. The drain- 
age is continued until the patient starts cough 
ing or becomes cyanotic, when the tube is clamped 
off again and the patient taken back to the wards. 
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In almost every case we would drain off a 1,000 
or more ce of pus in the operating room. 

After 24 hours the patient was irrigated with 
Dakin solution every two hours in day time an: 
every four hours at night. At each irrigation 24 
ce to 150 ce of Dakin solution was run into the 
cavity and it was allowed to remain for a half 
hour when it was siphoned off. The Dakiniza- 
tion of all the empyema cases was continued 
until we were able to get three negative bac- 
terial counts in succession. 

We considered a bacterial count negative or a 
surgical sterility when the count showed 1 bac- 
terium to 5 fields. The French consider sur- 
gical sterility when you get 1 bacterium per 
field. Bacterial counts were made on the exudate 
every other day. The bacterial count of 60 or 
over per field we called infinity. 

The Dakin solution we used on all our cases 
was a true Dakin solution, prepared freshly every 
day, alkalinity thoroughly corrected to an alco- 
holic phenolphthalein solution of 1 per cent and 
accurately titrated with a decinormal sodium 
thiosulphate solution to .48 per cent sodium hy- 
pochlorite. 

All the time the patient was under treatment 
his blood pressure was taken daily. It was very 
interesting to note that they all ran a very low 
systolic and diastolic pressure with a very high 
pulse pressure. It was the typical thing to have 
a systolic of 90 and a diastolic of 20, showing a 
pulse pressure of 70. 

The blood was analyzed twice a week and of- 
tener if necessary. The blood picture was of 
no particular significance. A very complete record 
and systematic routine was carried out in every 
case: The aspiration record gave location of 
puncture, how much fluid was withdrawn, char- 
acter of pus, kind of bacteria and bacterial 
counts; drainage records gave the quantity, ap- 
pearance and time; irrigation records, x-ray re- 
ports, fluid and food intake (calories for 24 
hours) fluid output, urinalysis, bowel move- 
ments, temperature, pulse and respiration, also 
daily inspection of the sacrum, ete. 

Our dressings were done in the usual asep- 
tic manner but we always had the tube and cork 
padded and covered with compresses soaked in 
Chlorocosane (chlorocosane is a chlorinated para- 
ffin wax) which protected the skin from irri- 
tation by the Dakin solution. Chlorocosane 
would absorb any excess chlorine. Vaseline com- 
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presses would answer the same purpose. Vase- 
line compresses are made with 91 parts vaseline. 
6 parts paraffin and 3 parts resin. 

When we were able to get a negative bacterial 
count (surgical sterility) three times in succes- 
sion the tube was removed and the cavity irri- 
gated twice daily for about a week with Dakin 
solution. We then made daily bacterial counts. 
If the case still remained sterile we filled the 
cavity with a 5 per cent solution of dichloramine 
and did a secondary closure. If the case did 
not remain sterile we would reinsert the tube and 
continue Dakinizing. Of the 200 and some cases 
treated in this way every single case made an 
uneventful recovery in an average of 8 weeks 
with the exception of two cases, one of which died 
12 hours after operation, and the other developed 
a suppurative endocarditis. 

X-ray pictures were taken every week and 
oftener if necessary at the bedside, also fluro- 
scopic examinations showing the position of the 
tube, retraction of the lung, area of pus and the 
amount of pneumothorax. 

Every case had daily breathing exercise and 
also used blow bottles. 

The bacterial findings in all our cases were 
pneumococci, streptococci, staphlococci and 
pneumococci streptococci combined. 





ANDREWS OPERATION FOR INGUINAL 
HERNIA WITH REPORT OF 316 CASES 
AND MODIFICATION OF TECHNIC* 


AxeL Weretivs, M. D., F. A. C. 8. 
CHICAGO 


Herniotomy furnishes one of the more inter- 
esting surgical procedures. 

In the pre-antiseptic era several attempts were 
made by various operators with rather discourag- 
ing results. 

The advent of asepsis did not at first much im- 
prove the operative results, the death rate rang- 
ing between 6 and 7 per cent and the recur- 
rances averaging about 40 per cent within the 
first year, thus bringing the operation into dis- 
repute. 

The operative reports of Bassini and Halsted 
with their methods based as they were on a ra- 
tional etiologic and anatomic basic soon re- 
vived the operation until it has now become one 
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of the most uniformly successful of surgical pro- 
cedures. 

The aim of all herniotomies is, of course, to 
obliterate the hernia channel and prevent its re- 
currence by enclosing the cord with the surround- 
ing structures. 

Tissues directly involved in the operation, sur- 
gically speaking, are the internal oblique, the con- 
joined tendon, the aponeurosis of the external 
oblique, the cord and the sac; and the ease or 
the difficulty by which the operation may be 
performed depends upon the relation between 
these and the condition of their structure, and 
this especially concerns the internal oblique and 
the aponeurosis of the external oblique. If these 
latter are very deficient, then tissues adjacent to 
the hernial region such as the rectus abdominalis 
and fascia lata must be brought into the field. 

Numerous methods only slightly deviating 
from each other have been reported in the litera- 
ture. The difference between these appears in 
the handling of the sac, the placing of the cord, 
the manner of suturing the internal oblique and 
the aponeurosis of the external oblique and by the 
use of extra inguinal structures. 

Among all these various modes there are a 
few that stand out in prominent relief. These 
are the methods of Bassini, Halsted, Kocker, 
Ferguson and Andrews; the others are prac- 
tically modifications of, or combinations of, above 
methods, 

The Andrews operation with the possible ex- 
ception of the Bassini is undoubtedly the hernio- 
tomy that has the greatest number of adherants. 

I had the wonderful opportunity to work under 
Dr. Andrews, a great master and a herniotomist 
second to none. 

My gratitude to him is inexpressible and the 
larger the experience the greater becomes the ap- 
preciation, so naturally most of my cases were 
done by his method. 


TECHNIQUE OF ANDREWS’ OPERATION AND 
HERNIOTOMY IN GENERAL 

Incision is the ordinary oblique one. 

Andrews lifts the skin in cutting through. 

If you open carefully, the main vessels will 
not be injured, and will be seen standing out 
prominently in the subcutaneous tissues. They 
should be clamped before cutting. 

In double hernia I have often used the trans- 
verse incision of Judd to good advantage. 
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The aponeurosis should be scrupulously ex- 
posed from overlying areolar tissue and then in- 
cised between its fibres. The lower shelf is dis- 
sected free down to Poupart’s ligament. The ilio- 
inguinal and ilio-hypogastric nerves should be 
carefully avoided. 

The cremasteric fascia enclosing the cord and 
sac are then separated from the surrounding 
structu:es and incised near the internal ring for 
the purpose of exposing the sac which in indirect 
hernias is found between the vessels and the vas 
deferens. 

In simple cases the sac is easily exposed and 
separated from the cord by the use of gauze 
sponges. 

When the adhesions are very dense rather 
than to traumatize the cord and rupture its ves- 
sels it is advisable to cut the sac at its neck and 
leave it with its end open. If tied it is liable 
to form a hydrocele. Even when open that 
may happen as it did in one of my cases. The 
isolation of the sac may be facilitated by cutting 
into it at its neck and introducing the index 
finger for guidance. 

Surrounding the cord at the internal ring you 
often find lumps of fat. They should be ligated 
and excised. 

The neck of the sac should be carefully freed 
and ligated high up. 

The stump might be transfixed to the under 
surface of the internal oblique. 

In direct hernias when the sac is small it is 
best just to turn it in and keep it turned in by a 
running cat cut suture. In these direct hernias 
the sac should be opened with the utmost care as 
here you are apt to find a herniated bladder. 

In isolating and in separating adherent struc- 
tures from the interior of the sac one may easily 
tear its wall, the slit running high up around the 
neck. 

Such a torn sac should be carefully ligated 
above the slit, otherwise when stump is released 
omentum will appear through the rent and at 
once you have the beginning of a new hernia. 

Contents of sac, if not adherent, are as a rule 
easily reduced. At times, however, there may be 
some difficulty and then reduction may be facil- 
iated by twisting the sac as advised by Judd. 

In cases with large hernias in which there 
are extensive adhesions between the loops of 
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herniated guts and if it seems that there is no 
dangerous obstruction, it is best to reduce the 
coils en masse rather than to separate them and 
possibly invite a more serious condition. 

In several cases I have done this without un- 
toward results. Adherent omentum should never 
be needlessly sacrificed but should, if possible, be 
reduced in toto. Rents should be carefully 
sutured for obvious reasons. If resection is im- 
perative the omentum should be tied with the 
utmost care as hemorrhage from this structure 
may prove serious. 

The muscle suture is of the utmost importance, 
especially in the direct and the large indirect 
hernias where there is extensive atrophy of the 
internal oblique. 

The internal oblique and conjoined tendon are 
brought down to Poupart’s ligament either in 
back or in front of the cord. In some of the 
simple cases I have left the cord in its place and 
this should especially be done in cases associated 
with undescending testicle. In the severe or in 


fact the great majority of cases it is undoubtedly 
best to transplant the cord. 
In the typical Andrews operation the muscles 


are caught with the sutures holding the lower 
flap of the aponeurosis. 

The structures must be brought in apposition 
without undue tension and this cannot be too 
strongly emphasized. 

In cases with great tissue defects this is of 
the greatest moment; success or failure depend- 
ing entirely upon proper coaptation. 

Any attempt to hold the tissues in place by 
sheer force depending upon strong unabsorbable 
ligatures will be rapidly doomed to failure as 
the suture will cut through in about forty-eight 
hours, 

Nothing is gained by the use of inabsorbable 
sutures as healing takes place in about two 
weeks; thus 2-day chromicised cat gut serves the 
purpose admirably. I have used No. 2 chromi- 
cised gut in adult and No. 1 in children. 

If the muscle cannot be brought down to 
Poupart’s ligament without too much tension 
then suture it higher up on the aponeurosis. 

The internal oblique can be somewhat dislo- 
cated downward by separating it from the over- 
lying aponeurosis of the external oblique and by 
incising its attachment to the sheath of the rec- 
tus. 
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The real difficult repair comes in the direct 
and in those large scrotal indirect or direct in- 
direct hernias in old people when the internal 
ring is placed directly back of the external one. 
It is in these cases that we do and should have 
the greatest percentage of failures, as the tissues 
for reconstruction are often insufficient and their 
quality below par. The internal oblique is greatly 
atrophied, the conjoined tendon may be almost 
obliterated from pressure, overstretching and im- 
paired vascular and nerve supply. The fibres of 
the aponeurosis may be separated greatly weaken- 
ing that structure. 

Anatomical relations are greatly disturbed, 
consequently restoration more difficult and its 
permanency more uncertain. 

In these cases the tissues directly involved in 
the hernia may be inadequate for its repair and 
then extra hernial structures must be recruited 
such as the rectus, its sheath or both, or fascia 
lata. 

No matter how bad a case, you as a rule can 
close the upper part of the canal with the internal 
oblique; the lower part of the muscle is either 
greatly atrophied or almost obliterated so as to 
be of very little or no use. 

Then the Bloodgood operation will save the sit- 
uation. 

The rectus sheath should be opened for about 
2-3” and then behind the attachment of the in- 
ternal oblique otherwise you cannot use the lat- 
ter muscle to its best advantage. The rectus is 
then easily drawn down to Poupart’s ligament 
without any tension. I use this method in every 
large hernia with greatly atrophied internal ob- 
lique. 

In old men with large hernias it might be 
advisable to resect the testicle or as I did in one 
case slip the testicle in the peritoneal cavity so 
as to be able to completely close the abdomen. 

The suture of the aponeurosis concerns directly 
the method in question. 

The overlapping of the aponeurosis is the dis- 
tinguishing feature of the Andrews operation. 

This procedure absolutely strengthens the wall, 
giving it as it does, a double-breasted coat ef- 
fect. 

It gives the sutured aponeurosis a chance to 
slide without separating, should the late postop- 
erative tension become too great. 

In very large hernias it takes up the slack in an 
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overstretched aponeurosis thus forming a firmer 
support for the tissues behind than otherwise 
would be the case. 

The question of tension is just as important 
in the suture of the aponeurosis as it was in the 
muscle suture and the extent of imbrication must 
be carefully measured in each case. 

In the typical Andrews operation you use mat- 
tress sutures passing the needle from without 
inward through Poupart’s ligament then picking 
up the transversalis fascia, the lower fibres of the 
internal oblique muscle, the conjoined tendon 
and then through the edge of the upper aponeuro- 
sis flap; then you reverse the needle a short 
distance from point of emergence, carrying it 
through the respective tissues in the reverse order 
and then through Poupart’s ligament, or else 
directly back through Poupart’s ligament. The 
number of stitches varies with the case. By tying 
from above you can easily judge the effect in 
the circulation of the cord. The lower aponeuro- 
tic flap is then brought over the upper with a 
running cat gut suture. Andrews leaves the 
cord in front as a rule. 

In using mattress sutures I sometimes noticed 
that after having tied these sutures the upper 
flap did not quite approximate the lower one, so 
instead I raise the lower flap and use a running 
suture starting from the pubic end along the 
posterior surface of the raised flap to the upper 
end, then running back with the same thread 
overlapping the aponeurosis and tying it to the 
loose end of the beginning. 


PROPHYLAXIS AND AFTER TREATMENT 


Severe coughing followed a herniotomy is of 
course undesirable on account of the violent spas- 
modic abdominal contractions associated with it. 
Thus the patient should be carefully protected 
especially in going to and from the operating 
room. 

Many a working man sleeps in his underwear 
and if such a person is brought into the operat- 
ing room without his undergarments he is very 
apt to contract a cold with bronchitis or pneu- 
monia following. 

If ever a patient should be carefully protected 
it ought to be during an operation, exposed as 
he is to pulmonary trouble from the bronchial ir- 
ritation incidental to inhalation of the anesthetic 
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and chilling during the trip to and from the op- 
erating room. 

This applies to all operative cases and care in 
this respect surely rewards itself in time. 

Most of the cases I have kept in the hospital 
three weeks. Someone has stated that keeping 
the patient in bed too long favors thrombosis and 
embolism. That I doubt. 

In dogs operated on, next to infection death is 
due to thrombosis and embolism, undoubtedly 
caused by the animal moving about too much. 

In cases with weakened and insufficient recon- 
structive tissues postoperative relaxation may be 
accomplished by keeping the patient in half sit- 
ting posture with sharply bent knees, a kind of 
a reversed question mark position and I believe 
this has met the issue. Patients were warned not 
to work hard for 4 to 6 months. 

Up until January 1, this year I have operated 
with the Andrews method or some slight modi- 
fication thereof three hundred and sixteen cases 
with five recurrances and no deaths. There were 
two hundred ninety-four males and twenty-two 
females; ages between eight and eighty-two, one 
hundred eighty-eight right and ninety-two left 
and thirty-six bilateral. 

Two hundred thirty-three of these hernias were 
indirect and eighty-three direct. 

I operated on thirty-one recurrences, four of 
those my own. 

There were eighteen strangulated hernias and 
in two of these intestinal resection was neces- 
sary. 

Three were associated with undescended tes- 
ticle; one of these were resected. Part of the 
omentum was resected in eight cases. 

Structures appearing in sac were omentum, 
small gut, cecum with the appendix, ovary and 
tube. Femoral vein was injured twice, once by 
myself and once by an interne. 

Postoperative bronchitis appeared in eight cases 
and pneumonia in two. Swelling of the cord and 
testicle in fourteen cases, hematoma in four. 

Inability to pass urine appeared in quite a 
number of the cases. 

The imbrication method as originally described 
by Andrews now and then slightly modified can 
be used in most hernias and is in my estima- 
tion one of the best of the herniotomies and 
throws great credit on its illustrious originator. 
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TUBERCULOSIS OF THE ABDOMINAL 
PERITONEUM* 
Wa rer B. Mertcatr, M. D., 
Associate in Clinical Medicine, College of Medicine, U. of I 
CHICAGO 

The genesis of the tuberculous lesion does not 
differ when located in the peritoneum from that 
situated elsewhere. 

A great number of different classifications have 
heen made: some have been based upon the source 
of the infection, others upon the forms of the in- 
fection, some upon the location of the disease. 
and others upon the stages of the disease. In 
many of the cases of different sources, forms, 
locations or stages of the disease either inter- 
change with each other, or succeed each other in 
such rapid succession that any consistent classifi- 
cation is impossible, or if made cannot be main- 
tained. 

It is our purpose to speak specifically of two 
different forms of the disease, viz:—the exuda- 
tive and dry. ‘These may represent a general. 
localized or military infection, and we must not 
lose sight of the fact that whether the lesion 
(manifest) is local or general, we are dealing 
with a generalized infection that may pass 
through one or more stages the diagnosis of which 
is often difficult and, I think, frequently over- 
looked. We have too often limited our search for 
evidence of a tuberculous infection to the lungs. 
and not finding any evidence of such an infec- 
tion there, place the cause of the existing toxe- 
mia, with its symptom complex, in some pyogenic 
infection. 

Broadly speaking, only one form is generally 
recognized, that is the exudative form, and its 
recognition usually is brought about by the 
presence of the exudation. However, it is the 
so-called dry form that most frequently goes un- 
recognized. It is our belief that this form of the 
disease is the most common, notwithstanding the 
reverse is claimed, in our textbooks, and it is 
this form, I believe, that is responsible for the 
frequent formation of adhesions among the ab- 
dominal viscera. What could be more natural 
than that an inflammatory process about the ab- 
dominal viscera should be due to a tuberculous 
infection, with frequent exacerbations followed 
each time by more and more fibrous tissue forma- 
tion, in the form of adhesions—the same process 
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_fection in the thoracic cavity. 
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that takes place when we have a tuberculous in- 
If the adhesions 
formed were due to a subacute pyogenic infection, 
the process would be more rapid in its formation, 
limited in its duration and the adhesions uni- 
form, or nearly so, in their constituency. On the 
other hand, have we not often seen adhesions in 
the same abdomen representing different ages. 
or stages, of formation’ Some that impress us 
as being old ones, that can only be severed by 
scissors or knife, and in the same location we will 
find, what appears to be, new ones or those in the 
process of formation, distinctly representing a 
chronic progressive process. This is not charac- 
teristic of a pyogenic infection, but is a classic 
portrayal of a tuberculous infection. 

That tuberculous infection takes place during 
childhood seems to be nearly universally ac- 
cepted, also that the lymphatic apparatus is the 
most commonly infected. It is only within the 
past few years that the important part played 
by the lympathic system in relation to tuber- 
culous infection has been fully appreciated. How- 
ever, opinions differ as to the avenues of infec- 
ition; one group of authors and investigators be- 
lieve in the enterogenous mode of infection; an- 
other group in the bronchogenous mode of in- 
fection. There is abundant experimental and 
clinical proof that infection may take place 
through either of these routes, but the compara- 
tive frequency of each one is the difficult thing 
to estimate. It is reasonable to suppose that not 
a small percentage of the primary infections take 
place through the intestines, when we consider 
the frequency of contamination of milk and other 
foods by the tubercle bacillus and the enor- 
mous absorbing surface of the intestinal tract. 
We know that during the process of digestion, 
divers protein substances, fatty acids, and gly- 
cerin, solid particles and bacteria are constantly 
entering the intestinal villi. Many investigators 
have demonstrated that the tubercle bacilli may 
pass through the healthy intestinal mucous mem- 
brané without causing any apparent lesion. Fore- 
most among these. L. Finlay performed a 
series of experiments to ascertain what part the 
intestines played as a portal of entry for the tu- 
bercle bacillus and he draws the following con- 
clusions—the bacilli can pass through apparently 


intact intestinal mucous membrane and reach 
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the mesentery glands within a period of six days; 
the intestines showing no mark of penetration. 

Walsham in his work on “Channels of In- 
fection in Tuberculosis” comes to the conclusion 
that the mesentery glands may be found to be 
tuberculous without there being any discoverable 
lesion in the intestines. 

Secondary infection usually takes place from 
swallowing tuberculous mucous which comes 
from the lungs. 

The generally accepted belief that there is in 
the lungs a predilection for tuberculous infection 
is not entirely based upon the facts. Further 
research will, I believe, establish the fact that 
tuberculous infection within the abdominal cav- 
ity is as frequent as it is now known to be within 
the thoracic cavity. We also venture the belief 
that many of the lesions, spoken of as gastric 
and duodenal ulcers, are tuberculous in their 
character. The fact that the tubercle bacillus 
has not been found in them is no proof that 
they are not tuberculous. It has many times 
been shown that tuberculous laryngitis, with ul- 
cerations, has failed to reveal the presence of the 
tubercle bacillus in the scrapings; and, on the 
other hand, how many surgeons and pathologists 
have studied alimentary ulcerations from this 
angle? Serous fluid taken from the pleural 
cavity seldom shows the tubercle bacillus, yet in- 
ject this fluid in a rabbit or guinea pig and they 
will usually promptly develop a _ tuberculous 
lesion. 

Take the adhesions that are found in the 
pleural cavity—no one hesitates to associate them 
with a previous tuberculous infection. Why may 
not adhesions found in the abdominal cavity be 
due to a tuberculous infection ? 

Fibrous bands, when found in the thoracic 
cavity, are most always attributed to a tuber- 
culous process, but when found in the abdominal 
cavity are attributed to every conceivable form 
of infection before a tuberculous infection is 
considered. We ask, why this difference? We 
are agreed that fibrous tissue formation in the 
lungs or pleura represents a healed tuberculous 
process—why should not fibrous tissue found 
about the abdominal viscera be the result of a 
healed tuberculous process? 

In the thoracic cavity the tuberculous process 
frequently goes on for years without being recog: 
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nized. If symptoms appear they are frequently 
mild and are attributed to some other cause. Why 
not a tuberculous infection in the abdominal 
cavity with mild symptoms going on for years 
without being recognized ? I think that this often 
occurs and represents the primary tuberculous in- 
fection in many cases. 

The onset of tuberculosis of the abdominal peri- 
toneum is variable and the disease simulates 
nearly every disease that the abdomen is heir 
to. In the early stages the symptom complex 
of the two forms may be identical, but as the 
disease advances the picture outlined becomes 
smore distinct and the form of the disease more 
apparent. 

The condition generally is of rather chronic de- 
velopment, and the anamesis will bear record of 
some prodromal symptoms, such as general 
malaise, gastro-intestinal distress, associated with 
the ingestion of food, migratory pains in the ab- 
domen with tenderness on palpation. These 
conditions are not constant, but may gradually 
increase in severity, or may be subject to sudden 
exacerbations with vomiting, distention and pain, 
with progressive impairment of nutrition and 
strength, temperature subnormal or normal, pulse 
often rapid. These constitute essentially the dry 
group. 

In some cases the presence of exudate is the 
first sign that presents to the patient the fact that 
he is ill. He will tell you that he cannot under- 
stand his progressive weakness while he is gain- 
ing weight. The exudate may be general or 
localized ; tenderness on pressure, checker board 
dullness on percusion, chills and fever, with oc- 
casional night sweats, rapid pulse—frequently in- 
termittent diarrhea—these symptoms and signs 
represent the exudative form in the absence of or 
presence of tuberculous disease elsewhere. 

Again in the exudative group, opening the ab- 
domen usually stops the recognized tuberculous 
process. Why not the opening the abdomen to 
break up the adhesions stop the unrecognized dry 
tuberculosis process? The more we study the 
problem of tuberculous infection and tuberculous 
disease, the more fixed becomes the belief that 
there is much to be desired in knowledge of 
their devious ways. The presentation of these 
views, we hope, will stimulate interest in this 
subject. 
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THE EYE IN RELATION TO DISEASES 
OF THE NOSE, THROAT, AND 
TEETH* 

0. Typr1nes, M. D. 

CHICAGO 

I have many times tried to formulate a con- 
cept of what an oculist should be, and I am not 
yet ready to reduce one to writing. I know that 
one is sadly handicapped who undertakes to treat 
diseases of the eye and its appendages without a 
definite working knowledge of the nose, throat 
and teeth and the diseases to which they are sus- 
ceptible, unless he is so fortunately situated as to 
he able to command the services of one so quali- 
fied. The same is true of the oculist, rhinolo- 
vist, and laryngologist in relation to general med- 
icine. We have patients coming to us complain- 
ing of one symptom alone—loss of vision— 
while an examination shows the symptom com- 
ylained of is the local expression of a grave sys- 
temie disease. So do we have patients coming 
to us for the treatment of an eye condition due 
solely to, or aggravated by conditions to be found 
in the nose, throat and teeth. Generally they 
do not complain of these organs any more than 
one suffering from a grave constitutional condi- 
tion complains of the organs most seriously in- 
volved. The burden of his soul is an inability 
io use his eyes with comfort or at all to meet 
the exigencies of our complex life. The specialist 
should not only have a comprehensive working 
knowledge of medicine, but also a relative knowl- 
edge of medicine in its every department in its 
relation to the organ which he has undertaken 
to treat. 

To illustrate—in about 1902 I was consulted 
by a young man about 25 years old, who gave a 
history of long standing eye trouble, which had 
incapacitated him for work. He said he had been 
treated by a very competent man for more than 
two years without permanent relief. Incidentally 
he stated that he had had trouble with his 
bowels from childhood, that he never had a move- 
ment of his bowels without a large dose of mag- 
nesia sulphate. The anatomical diagnosis was 
easy—irido-cyclitis—and as he have a history of 
rather a dissolute life, I thought his trouble spe- 
cific. He gave no specific history and the diag- 
nosis was made from the known predilection to 
specifie diseases of the iris and cilliary body— 
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and as the Wassermann had not yet arrived, I 
used the then only known test, the therapeutic. 
His improvement was very satisfactory. I con- 
gratulated myself upon my superior diagnostic 
acumen, and wondered how my predecessor could 
have overlooked such a prolific source—when 
after two months’ treatment, when the eyes were 
just getting into a most satisfactory condition, a 
day’s feasting brought to tumbled nothingness my 
dream of superior wisdom. On the third day after 
this debauch he returned with his eyes in a worse 
condition than at any time since I had seen him. 
As I said before, the history of obstipation had 
challenged my attention but had not arrested it— 
I knew I was dealing with the local expression of 
a systemic disease. I knew it could not be 
syphilis so referred him to Dr. J. R. Pennington, 
who found a pathological condition of Houston’s 
valves, the correction of which within two weeks 
cured a condition which two of us had failed to 
benefit in more than that many years. 

It is not my purpose to dwell in this inviting 
field as I have limited my subject to continuous, 
contiguous, and related structures. I have not 
done so from any lack of appreciation of those 
other greater subjects, a knowledge of which is so 
necessary for every one working in every depart- 
ment of medicine. The anatomical relations be- 
tween the nose, throat, teeth, and eye are in- 
timate and direct. The continous mucosa, the 
associated vascular, lymphatic, and nerve supply, 
and while we seldom see nose and throat path- 
ology which had its origin in the eye the converse 
of this is often true. We seldom see a disease 
of the eye or its appendages, such as conjunc- 
tivitis in all its varied manifestations, especially 
of the chronic or recurrent type, such as bleph- 
aritis marginalis, trachoma, etc., but what we 
find those conditions aggravated by pathological 
condition in nose, throat, or teeth. 

It is not my purpose to give case histories ex- 
cept as incident to the citations of cases of 
pathological change involving the eye or its ap- 
pendages, clearly due to or made worse by dis- 
eased conditions within the nose or throat, nor is 
it my purpose to enlarge upon the already too 
voluminous histories of those of a suppurative 
type. Two very interesting and highly instructive 
articles will soon appear in the Journat A. M. A. 
one by Dr. James Bordley of Baltimore, and the 
other by Dr. E. C. Ellett of Memphis, both deal- 
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ing with suppurative types. In cases here cited 


there was no pus, some seemingly without 
pathology in nose, throat, or teeth—all had ana- 
tomical defects, either congenital or acquired, a 
condition so frequently associated with acute. 
sub-acute, or chronic hyperplastic rhinitis. 


Case 1. July 28, 1915. W. T. R., a railroad clerk, 
aged 20, never sick before, had been unable to see with 
left eye sin¢e the 24th. Father died at the age of 49 
of a kidney disease the nature of which he did not 
know; mother living, aged 60; right 20/20, left P., 
neuro-retino choroiditis, cloudy swelling temporal cen- 
tral, a large sub-retinal exudate in the superior tem- 
poral quadrant 12 x 18 mm elevated 4 diopters, disc 
swollen and general edema of the retina, diseased ton- 
sils, septum deflected to the left in contact with lateral 
wall, hypertrophy right middle turbinal, slight tuber- 
culin reaction. August 2, consultation with Drs. Faith 
and Fisher: Fisher believing it to be a sacroma ad- 
vised enucleation; Faith and I dissented because of 
condition found which we had never seen associated 
with sarcoma, and evidently due to an acute toxemia of 
much virulence and of unknown etiology. The tonsils 
were removed, septum straightened, ethmoids and 
sphenoids opened. Mixed treatment was at first ad- 
ministered but upon laboratory report was discon- 
tinued; tuberculin used throughout the treatment. 
Visual improvement followed operative work and 
change rapidly took palce in fundus. A month later 
his vision was 20/50 and gradually improved until at 
time of discharge, December, 1915, it was 20/30 in left 
eye, the right never became involved. After the first 
month he visited me once in five days until his dis- 
charge. The large sub-retinal exudate which looked 
like a sarcoma left a spot of choroidal atrophy which 
looks like a hole. A small spot of the same character 
was left a little above and to the temporal side of 
macula. I wrote this man to report since starting this 
paper. My letter was not returned, and I am in 
doubt as to whether to attribute his failure to reply to 
ingratitude or to the incidence of war. 

The condition which called forth this paper was 
somewhat different in character. The only too com- 
mon, but highly refractive one of blepharitis marginal- 
is, two associated with entropion which had existed 
since childhood. 

Case 2. July 10, 1920, Mrs. H., a young woman 
with blepharitis marginalis since childhood, and styes 
since last year; styes had stopped for six months and 
started again lately. She had a pair of glasses from 
Dr. Zeigler of Philadelphia, which were correct R + 
0.50 ax 90, L.+ 0.50 ax 90, prescribed on account of 
this condition, which she, for a woman’s reason, re- 
fused to wear. I treated her for some weeks with ex- 
pression, massage and argenti nitrate 10 per cent ap- 
plied to eye-lid margins with great benefit. She im- 
proved and relapsed; this was repated several times 
in five years. Then I removed her tonsils. The lids 
cleared up, and in the five years since, I have treated 
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her eyes once. All redness of margins has long since 
faded. She has not worn her glasses. 

Case 3. May 2, 1914, Miss M., eyes had been sore 
for twenty years. R. 20/40 + 1.25-+4 100 ax 90 =20/ 
30; L. 20/60 + ax 90 = 20/30. Neb- 
ula on each cornea interfering with vision. 
Blepharitis marginalis worse for the past month, en- 
tropion, diseased tonsils, septum deflected to the right 
in contact with lateral wall, chronic ethmoiditis and 
sphenoiditis. Treated lids and*advised operative work 
on throat, nose, and eyelids. Under expression, mas- 
sage and application of argenti nitrate 10 per cent to 
eyelid margins she improved greatly and discharged 
herself May 30. Her next visit was November 28, 
1919; all conditions worse, and must have relief. I 
removed her tonsils, straightened the septum and 
cleaned out sinuses—also did a Hotz. The eyelid con- 
dition is now well. She has gained flesh and is satisfied 
with result. 

Case 4. Feb. 21, 1916, Miss G., aged 28, has had 
trouble with eyelids since she was six months old; eyes 
tire easily, lids get sore and connot see well at night; 
vision with R. and L. + 0.75 + 0.25 ax 90 each 20/20. 
Blepharitis marginalis, entropion, diseased tonsils, sep- 
tum deflected to the left, chronic sinusitis. June 4 did 
a Hotz operation on each lid—results so far as entro- 
pion quite satisfactory, but lids remained thickened 
and red. I had advised the removal of tonsils and 
straightening of septum, but as tonsils did not give her 
a great deal of trouble she asked the nose operation 
first, which was done in the fall of 1916. She was 
treated at irregular intervals from then until May, 
1919, when she had an acute attack of tonsillitis. Work 
done upon eyelids and nose, the wearing of glasses, 
massage and silver had not made any improvement 
in the thickened and inflamed eyelids, but now she 
wanted her tonsils out. Work done June 18, 1919, and 
in two weeks the improvement was marked, in fact, 
almost normal in appearance, and now entirely so. 
Here was a case more than three years after operative 
work on nose and eyelids, combined with what we 
usually do in these cases had not relieved the trouble 
at all—yet immediately upon the removal of tonsils 
began to improve and continued to until well. 

Another condition which we frequently see 
and many times fail to relieve is that only too 
common condition of specks floating before the 
eyes—the muscal volitantes. I do not include 
those of embryonic origin, but only those en- 
topic images which are produced by opacities of 
the lens or its capsule. It is not my purpose to 
take up the etiology of cataracts any farther than 
its relation to nose and throat, and that not in 
detail, for time does not permit. We know that 
it is not a physiological process. We know that 
underlying every cataract there is pathology: 
something interferes with nutrition, a dis- 
turbance more or less local in character. We know 
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that every simple cold means sinusitis, it may 
be transient or persistent, but repeated insults 
to the vascular, lymph, and nerve supply through 
the nose, throat, and teeth by the absorption of 
bacteria or their end products, toxines arising 
from bacterial activity in this region, must pro- 
duce its impress upon adjacent structure. 
I know I have caused them to disappear by the 
cleaning up of nose and throat pathology. I do 
not limit my work to these procedures alone, 
but use every agency which experience has proven 
In the literature of the past twelve years 
there has appeared with increasing frequency 
articles upon eye pathology of dental origin and 
it has been found that there is no structure 
whether intra or extra ocular exempt from dis- 
ease which had its origin in the teeth. These 
observatsions are too widely distributed, too fre- 
quently reported by competent observers to ad- 
mit of question, and every eye condition of un- 
known pathology should have this question solved 
hy dentist and laboratory. The discovery by Bass 
and Johns that the ocular symptoms set up by the 
endameba buccalis could be cured by the use of 
ipecacuanha and one of its active principles eme- 
tine, has been confirmed by most observers. 


useful. 





PERITONEOSCOPE, PNEUMOPERITO- 
NEUM AND X-RAYS IN ABDOMINAL 
DIAGNOSIS* 

B. H. Ornporr, A. M., M. D., F. A. C. P. 
CHICAGO 


In this paper I will endeavor to present a some- 
what brief summary of experience in peritoneos- 
copy and x-ray examinations of the abdomen 
after pneumoperitoneum has been produced. 


PERITONEOSCOPE 


The peritoneoscope devised by Jacobaues and 
designated by him the laparoscope, consists of a 
trocar and cannula, an automatic valve attach- 
ment, a lamp and lens system and the necessary 
electrical connection for illumination. In my 
use of this instrument, it has always been insert- 
ed through the abdominal wall after pneumoper- 
itoneum has been produced. With the anterior 
abdominal wall separated from the visceral line, 
when the patient is in a horizontal position and 
with the x-ray and fluorescent screen to assist, 
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there is very little danger of damage to the ab- 
dominal viscera. 

The technique for introducing the peritoneo- 
scope is simple and requires no special skill. A 
small incision is made through the skin after the 
site has been properly prepared. The scalpel used 
in this work has cutting edge on both surfaces 
and the width of the blade when inserted makes 
an incision of the proper size to permit the intro- 
duction of the trocar and cannula. As the trocar 
is directed down through the abdominal wall, the 
peritoneum will be seen to recede from the ab- 
dominal wall before permitting the trocar to pen- 
etrate it. The x-ray observations aid one greatly 
in maintaining a safe distance between the sharp 
trocar and the underlying abdominal viscera. A 
more detailed description of the technique I have 
used appears in the Journal of Radiology. 

On account of the great variation in the diam- 
eter of the abdominal wall, it has been necessary 
to have different lengths of cannulas and trocars 
provided. “A special aspirator, designed to work 
with the instrument, has been found very useful 
in connection with peritoneoscopy in cases where 
there is an existing ascites. 

After the peritoneoscope has been inserted, the 
findings to be elecited are limited by a fairly nar- 
row field of observation, i. e., viscera under ob- 
servation at a distance of two centimeters appear 
normal in size at which time the area of observa- 
tion is a circle of two centimeters in diameter. 
Observations may also be limited by the fact that 
the omentum may cover the organ it is desirable 
to examine. Peritoneal adhesions at times fix or- 
gans in such positions that it is impossible to sur- 
round them with the gaseous media and, there- 
fore, illumination of their surfaces is impossible. 

This instrument has been used in more than 
seventy examinations and there has been no case 
in which an undesirable reaction or complication 
has followed its use. 

Some of the clinical conditions in which data 
of diagnostic importance has been obtained are 
tubercular peritonitis, malignant metastasis in 
the peritoneum, liver, stomach, etc.; chronic py- 
osalpinx, ovarian cysts, dermoid cysts, pregnancy, 
extra and intra-uterine, hemoperitoneum, low 
grade peritonitis, and it may be mentioned that 
findings of interest may be determined by trans- 
illumination of the abdominal wall, bladder, 
stomach, duodenum, ete. Certain conditions of 








the liver, spleen and other abdominal viscera, in 
which color variations of the surfaces present 
diagnostic data. may be elicited with the perito- 
meoscope. 


PNEUMOPERITONEUM 


Pneumoperitoneum indicates the presence of a 
gaseous medium in the peritoneal cavity. The 
first report of work done in America where pneu- 
moperitoneum was produced and used in conjunc- 
tion with x-rays for diagnostic purposes was by 
Stewart and Stein. The technique for produc- 
ing pneumoperitoneum, which I have previously 
reported, has been modified somewhat with a 
view of reducing the distress which was occasion- 
ally experienced by the patients. Alverez recom- 
mends the use of carbon dioxid which is absorbed 
entirely in about forty-five minutes. Oxygen may 
be withdrawn when it seems desirable, but if it is 
left for absorption the distension will usually 


have disappeared in six to twelve hours, while a— 


small amount may be noted to remain in the 
peritoneal cavity for several days. 

Pneumoperitoneum may be produced for both 
diagnostic and therapeute purposes. Its princi- 
pal use in diagnosis is in connection with peri- 
toneeoscopy and x-ray studies of the abdominal 
viscera. 

Bainbridge pointed out as long ago as 1908 the 
therapeutic possibilities of oxygen pneumoperi- 
toneum. At this time, he gave a very careful re- 
view of the literature on this subject and sum- 
marized the results of his experience in a series 
of several hundred cases, the first work of which 
was done as early as 1903. Our experience has 
largely been concerned with the use of oxygen in 
tuberculous peritonitis and with the release and 
prevention of post-operative adhesions. 

The diagnosis of patency of the oviducts where 
sterility of the female is in question may be de- 
termined by passing oxygen into the cavity of the 
uterus and noting the presence of the oxygen in 
the peritoneal cavity as pointed out recently by 
I. C. Rubin. Our technique has been to use an 
aluminum pessary fitted with a Luer syringe con- 
nection and of the proper size to establish an air 
tight contact with the cervix in order that a fifty 
millimeter of mercury pressure may be main- 
tained within the uterus for sufficient time to al- 
low the oxygen to escape through the oviduct 
into the peritoneal cavity in sufficient quantity to 
permit its detection. 
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X-RAYS 


The x-rays and the fluorescent screen seem to 
be a necessary adjunct to pneumoperitoneum and 
peritonecscopy in abdominal diagnosis. It is our 
rule to place the patient in such a position that 
the organ to be examined may be plainly visual- 
ized in the fluorescent screen, which indicates 
that it has been separated from other organs and 
its margins differentiated in contrast to the sur- 
rounding gaseous medium. The peritoneoscope 
is also plainly visualized after it has been insert- 
ed into the abdomen and these observations per- 
mit one to direct the peritoneoscope to the sur- 
face of the organ to be examined. Movement of 
the organ under observation often -assists one 
greatly in its identification, as for example, the 
movement of the uterus or ovary through the va- 
gina. The plane on which the beam of x-rays 
travels while passing through the patient to the 
fluorescent screen is very important. It seems of 
equal advantage to be able to vary the plane of 
the x-rays as it is to vary the position of the pa- 
tient. To facilitate this important point in tech- 
nique, I have devised a table, which makes pos- 
sible a much greater variation of the source of 
the x-rays and thereby has facilitated greatly our 
work with peritoneoscopy and pneumoperi- 
toneum. 

Some of the important findings elicited by the 
x-rays and fluorescent screen after pneumoperi- 
toneum has been produced are the size, position, 
contour, density and mobility of the liver, spleen, 
uterus, ovary, kidneys and other abdominal vis- 
cera and the degree of accuracy is not readily ob- 
tained by other methods of diagnosis. The dia- 
phragm and subdiaphragmatic space may be in- 
vestigated while it is difficult to secure reliable 
diagnostic data by other methods. 

In conclusion I wish to express my gratitude 
to the members of the staff of the Frances Wil- 
lard Hospital for their friendly co-operation. 

25 E. Washington St. 





By shutting off the air you can smother thie 
fire in your stove or furnace. You can also 
smother the fires of life by excluding fresh, out- 
side air from your home and more especially your 
sleeping rooms. 





Learning how to eat is a long step towards 
learning how to live. 
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Editorial 
A HAPPY NEW YEAR 


“The Moving Finger Writes; and having Writ 


Moves on; nor all your Piety nor Wit 
Shall Lure it Back to Cancel Half a Line, 
Nor all your Tears Wash out a Word of it!” 
Another new year has arrived. With its ad- 
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vent, the twentieth century attains the voting 
majority of twenty-one years. 

Responsibilities placed upon the human race 
during the past two decades are heavier than at 
any time since the commencement of the Chris- 
tian era. Civilization is still on trial for its life 
and that before a prejudiced tribunal. The 
world war that tore apart the man-made system 
of internationalism bereft the human mind of 
its stabilizer. As a result, curious side slips and 
nose dips mark the quest for another. 

Upon the shoulders of the medical profession 
there rests with renewed weight the obligation 
to aid humanity in keeping “a sane mind in a 
sane body.” Strenuous times await. History and 
nature are allied closely and war’s aftermath 
demands its natural course. 

Health is the greatest army, the surest ammu- 
nition’ with which to wage the fight of right. 
Through the relative skill of the physicians of a 
nation its public health rises or falls. Neither 
the medical profession of a nation nor the nation 
itself is independent of each other. They are as 
correlative and interchangeable as the chicken 
and the egg. Medical efficiency will be lowered 
unless the public is educated to an appreciation 
of what such efficiency is and should be. A na- 
tion requires an excellent medical quota and its 
support. An excellent medical quota must have 
the support of the nation. Not only must this 
support be mental, but it must be financial. The 
Scriptural admonition as to “Faith without 
works” is a timely text for the doctor. 

In the lean years of the war, in the subsequent 
fulsome years of the worst extravagance the na- 
tion has ever known, the physicians of the land 
struggled along on an average smaller per capita 
income than was collected by the semi-skilled 
mechanic or laborer. This, too, in the face of 
terrifically increased living expenses and costs of 
implements and supplies required for daily prac- 
tice. 

The injustice and the impossibility of a con- 
tinuance of such conditions is patent to the 
veriest tyro in economics. And without doubt 
there can be no higher nor more necessary task 
awaiting the physicians in this new year than 
to make it plain to the public that the medical 
profession must have a genuine living wage. 
Unless this is secured all individuality in the 
individual practitioner of medicine will be crip- 
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pled and in time lost completely. Today the 
American people possess the best medical facili- 
ties that science can bestow. They deserve to 
retain this wonderful endowment. Open the eyes 
of the public to actual conditions and the re- 
sponse will be ready. As a nation we like comfort 
and a sick man is about the most uncomfortable 
human imaginable both to himself and to all 
about him. 

The organic sense of individuality in the indi- 
vidual practitioner is at once a manifestation of 
unity and of separateness. To lose it would be to 
lose the national soul of co-operation with other 
nations for a common good and a feeling of 
world-wide sympathy and fellowship. These are 
ideals we dare not cast aside. They are of the 
highest virtue to a nation and of absolute neces- 
sity. 

In the year 1921 the Illinois State Medical 
Society finds itself dedicated to greater service 
than it has ever known. 

“Service”! The word is unique now when the 
world seethes about us in a maelstrom of dis- 
content with the word “service” and its meaning 
almost as obsolete as the fashionable bustle of 
the mid-Victorian period. To do anything ex- 
cept to serve appears to be the maxim of the 
nations. There is some excuse for it, no doubt, 
but the medical profession must continue to keep 
its head and to recognize its double duty—to the 
people and to itself—much as a wise father treats 
the excesses of a wayward son. It will not do at 
all for the doctors to get into the habit of Mark 
Twain’s cat, where the ideals of service are in- 
volved. But it behooves the physician everywhere 
to remember the remark that prefaced the tale 
of the cat. 

“Do you get more out of experience than there 
is in it?” Twain asked. “Now, for example, a 
cat will sit on a hot stove once. But having sat 
on a hot stove once it will not sit on a hot stove 
again. And the trouble is that cat won’t ever 
again even sit on a cold stove.” The mentality of 
the world today is quite parallel with that of 
the cat. And to repeat, it is the task of the 
physician to straighten out that perspective and 
to instill again the “sane mind in the sane 
body.” 

Meanwhile bolshevism and conservatism keep 
flying at each other’s throats. Bolshevism is 
attacking the very vitals of the rights of the 
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medical profession without cognizance of the fact 
that this is one of the first steps towards national 
suicide. In order to maintain its individuality 
the medical profession must commence to co- 
operate more than ever before. “In union there 
is strength” and the most strategic fashion in 
which to fight the natural reaction from the war 
and from its aftermath lies in the solidarity of 
organization among the physicians of the coun- 
try. 

Experts in political economy insist that good 
and bad times must run in cycles. Forms of 
government change; administrative officers come 
and go, but the seasons, the passions and emo- 
tions and the higher powers that defy human 
agencies have their way. No man can gainsay 
this. If the dead years could speak they would 
hold out to us the handclasp of sympathy and 
reassurance. 

Speaking colloquially, we are in for a bad 
storm, unless all signs fail—as it is said they do, 
in dry weather. But being forewarned wise folk 
will either come in out of the wet or invest in 
goloshes, slickers, umbrellas and other protective 
paraphernalia. We are not done yet with bol- 
shevism. Its crimes are many, its sins black and 
unatoned for. Let every physician see to it that 
in so far as he personally is concerned the years 
to come shall not record that by lack of organi- 
zation, of propaganda and of individual effort on 
his part the years of reaction submerge in the 
tide of radicalism the decades of self-sacrificing 
labor offered up by the pioneer physicians of the 
United States. 

We have no autocracy of birth in this country. 
We will refuse to have one of class or of race. 
The pilgrim fathers opened here a fountain of 
equal opportunities for all. We have drunk its 
waters and waxed rich and powerful, and must 
forfend that the fountain is never sealed against 
our sons. The institutions under which we live 
are of such transcendent worth that their pro- 
tection is the imperious and permanent duty of 
all whose rights are made safe through the mar- 
velous counterpoise of liberty and law afforded 
by these institutions. They are ours, and ours 
alone. 

Representing the clear foresight and high wis- 
dom of their creators they have come down to us 
as the final expression of Anglo-Saxon effort, 
which, through the centuries has moved—some- 
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times painfully, often slowly, but always steadily 
toward the culminating glory of their achieve- 
ment. They who belittle these institutions, who 
would replace their concrete and intimate pro- 
cesses with some abstract and foreign conception 
of world wide fraternity are plotters of evil or 
vain dreamers of dreams. 

A happy New Year! It will be found in serv- 
ice—in duty well done. 

The twelvemonths to come are a fertile bonus 
from time and experience. Use them well. 





THE MEDICAL, LEGISLATIVE AND 
ECONOMIC OUTLOOK FOR 1921 


For the doctors of the United States we fore- 
see a strenuous year. The legislatures of most 
of the states convene early in 1921 and we are 
confident the usual number of vicious medical 
hills will be introduced and urged for passage. 

Unfortunately the medical profession is con- 
fronted with numerous enemies without and a 
liberal sprinkling of traitors within its own 
ranks. Thousands of endocrine perverts, de- 
railed menopausics and a lot of other men and 
women who have been bitten by that fatal para- 
site, the upliftus putrifaciens in the guise of up- 
lifters, are seeking to eliminate the doctor by 
crushing his individuality, hampering initiative 
and hoping thereby to accomplish the destruction 
of scientific medical progress, by attempting to 
divert the practice of medicine into untrained 
and incompetent hands, which will bring about, 
as it has done in other countries, the worst imag- 
inable form of medical service. 

The wolf at the doctor’s door is about to leap 
across the threshold and catch by the throat the 
entire profession. Hidden under the cloak of 
State Medicine, compulsory health insurance, na- 
tional socialization of medicine and sundry other 
acknowledged offspring of radicalism and cheap 
politics, only a small percentage of physicians 
have guessed the evil for what it is. The ma- 
jority of the profession have been as gullible and 
unsuspecting as a thousand gross lot of red riding 
hoods, made in Germany before the war. 

Those doctors who are out of the Red Riding 
Hood class, the men who are awake to the 
dangers threatening the profession, realize that 
unless radical action is accomplished speedily, 
before very long, too, the doctor will find him- 
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self deprived of the privilege of continuing his 
present occupation. 

In recent years the economic status of medi- 
cine has been practically turned inside out. 
Figuratively speaking the physician has become a 
civic non-entity. Politicians have arrived at the 
State where with their business eye they regard 
a physician as “being in the world but not of it,” 
and neither politics nor “big business” has hesi- 
tated to take advantage of this condition. Con- 
sidered an “easy mark” to begin with, these in- 
terests proceed to make us “the goat” and en- 
deavor to classify us as the cheapest of cheap 
labor. For years past the medical profession has 
furnished the most survile of hired men for cor- 
porations and the great insurance companies. 
Now the profession is in a fair way to enter serf- 
dom as a vasal of the State. 

This is not an arbitrary statement. It is more 
than possible or plausable or even probable. The 
condition is actually on its way, and almost 
ready to be delivered F. 0. B. To dissolve your 
doubts, review recent occurrences in politics and 
in commerce and their relative effect upon the 
doctor and his tasks. Reflect upon the compensa- 
tion received from insurance companies for serv- 
ices rendered. Study the wages of contract doc- 
tors, industrial physicians and other bondsmen 
of that ilk. Inquire about salaries paid office 
holding physicians through municipal and State 
political machinery. In each of these instances 
the physician as an individual or as an organiza- 
tion is without voice as to the valuation of med- 
ical services. He has simply nothing to say. 
What a contrast to the relations between or- 
ganized labor and politics; if our sight and hear- 
ing are to be believed in this latter instance the 
rule is for the unions to suggest and for the 
politicians to comply. Here is where politics 
grows husky and swallows its own medicine. 

Grim as comment must be upon this enslaving 
of the profession these examples are but the 
handwriting on the wall. They record merely 
the beginning of the servitude of the doctor and 
his art. Current conditions reflect certainly upon 
the commercial sagacity of the medical profession 
and may be said to indicate the lack of ability on 
the part of the profession to take care of itself. 
Yet in the face of the dangers that menace us 
in the future, present abuses are insignificant. 

Current conditions corrode the prof@¢sion in 
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its individual units. The impending peril will 
eat into the profession as a whole. What is going 
to be the master annihilator of the profession is 
the proposed socialization of the physician’s call- 
ing. 

As we remarked in the beginning, this menace 
has many names. Call it what you will, you do 
not lessen its perniciousness nor kill its venom. 
Be not deceived; socializing medical legislation 
for 1921 is not an intangible fancy; they are 
being drafted into bills to be submitted to a 
score of legislators at this very writing. Some of 
them have been presented to previous legislatures. 
California, New York and Ohio have barely 
escaped the bane of compulsory health insurance. 
Most assuredly these States will have to contend 
with it and others when their legislatures con- 
vene this year. 

In Illinois several of these socialistic schemes 
will be introduced into the General Assembly if 
the powerful interests are not defeated that are 
now working overtime to prepare a proper debut 
for their schemes. Why? Well, of course poli- 
ticians must have new issues. A questionable 
value as a vote getter is offered through these 
socializing bolsheviki ideas. 

Compulsory health insurance has a bad past 
to live down. Experience shows that the phy- 
sicians were not called into consultation as to 
their wishes in the matter either in England or 
in Germany. The politicians did it without 
medical aid. The fate of the profession was set- 
tled beforehand. Although the profession was 
the organization that would be affected most 
vitally by the law, yet it was not allowed a word 
of assent, dissent or protest. 

Although riding under the banner of social- 
ism the very creed of the cult was disdained 
before ever the wires were lowered. It is a good 
example of an altruism that works only one way. 
Under the socializing scheme planned the doctor 
is asked merely to pay the increased taxes and 
to render the services required at pauper prices. 
Physicians in the United States have a last 
chance to profit by the experiences of the con- 
fraternity in Germany and in England. If we 
allow these schemes to be enacted into law we 
will find that the only alternative will be to ac- 
cept whatever conditions of slavery the poli- 
ticians and the radicals prefer to impose upon us. 

There are numerous organizations preparing 
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industriously for presentation to the 1921 legis- 
latures bills affecting the medical profession that 
we must be prepared to meet and to fight. In- 
cluded in this list are the American Association 
for labor Legislation, the Rand School (Anar- 
chist), the Woman’s Trade Union League. Their 
devised legislation is prolific. Enumerated are 

(A) Compulsory Health Insurance (Medicine 
subordinated to politics). 

(B) State Medicine (Medicine degraded). 

(C) National Socialization of Medicine 
(Medicine demoralized). 

(D) Coercive Medical Reregistration (Judi- 
cial power of revocation without judicial respon- 


‘sibility). 


(E) Drugless Therapy—Chiropractics—5? 
varieties of charlatans. 

(F) Administrative (tin badge) not judicial! 
(warrant) right of search (alcohol and nar- 
cotics). 

(G) Narcotic Control—to foster private insti- 
tutions and penalize ambulatory treatment. 

The present day trend of governmental and 
legislative attempt to standardize medicine and 
to regulate the practice of medicine by legisla- 
tive fiat will prove disastrous to the people if not 
curtailed. New discoveries, a better understand- 
ing of existing methods, idiosycrasies, suscepti- 
bilities, the variations and reactions of people 
and of the same persons under different circum- 
stances, will go on in response to the universal 
law of change which forbids the world to stand 
still. Any legislation therefore the purpose of 
which is to standardize medical practice, is 
doomed to failure from the beginning because it 
involves the fatal mistake of attempting by legis- 
lation or rule to render immovable that which by 
its very nature must be eternally and resistlessly 
upon the march. 

In spite of the above facts there are still some 
people in this country who would like to turn 
over the supervision of the medical treatment of 
the 105,000,000 of our population to the socialis- 
tic schemes of the dream book theorists who draw 
inspiration from some of the discredited and 
bankrupt countries of Europe. We admit that 
things are far from perfect and we are working 
overtime to help devise methods in order to sim- 
plify our government processes and we are handi- 
capped at every turn by certain alleged high- 
brows, better styled medical bolshevists, who try 
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to improve conditions by multiplying the agencies 
which are the cause of the present day unsatis- 
factory conditions. 

The solution of these and many other socialis- 
tic problems has become doubly imperative as a 
result of the war. With an alert electorate and 
an active medical profession we shall satisfac- 
torily solve them, of course, but they will be fol- 
jowed in never ending succession by other ques- 
tions no less serious and important. The great 
lesson we must continually learn and relearn is 
that eternal vigilance is not only the price of 
liberty, but the price of peace and order and 
general well being, and all the other blessings 
which follow an adherence to the principles of 
good government. It is, therefore, the duty of 
every physician, as well as of every citizen who 
appreciates their measureless value, to be per- 
petually alert not only to meet and resist every 
direct and deliberate attempt to destroy them, 
but to defend them against the insidiously hostile 
schemes of the purveyors of theory who are try- 
ing to destroy our country by attempting to place 
on the statute books of the respective states de- 
structive schemes imported from Europe. 





GENERAL UNSTABILIZED ECONOMIC 
CONDITIONS SERIOUSLY AFFECT 
THE MEDICAL PROFESSION. 


The war thrust upon us an unnatural and 
unbalanced prosperity and left us a legacy of 
inflation, speculation and excessive improvidence. 
A large volume of easy money found its way into 
the National treasury, and likewise into the 
pockets of many people to whom a substantial 
cash surplus was a new and tempting possession. 
As a result there followed among those of im- 
provident and self-indulgent tendencies, a pas- 
sion for expenditure in the pursuit of pleasure 
and costly nonessentials which, undoubtedly, has 
no parallel in history. 

The year just closed has been one of trouble 
and unrest at home and abroad, and we express 
the belief that it will be a long time before we 
find ourselves sailing again in quiet seas. 

In the coming year the country will be faced 
by serious growing unemployment, the result of 
economic factors from which there is no swift 
or easy escape. 

The medical profession should not regard 
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either the present position or the future outlook 
without anxiety, for what affects the general 
public must with the same degree of seriousness 
also affect the medical profession. For this rea- 
son the situation should not be waived aside as 
inconsequential. 

The problem of the time is reconstruction. We 
are all familiar with the problem of material 
reconstruction. Recently we have watched the 
immense wiping out of accumulated wealth, the 
appalling destruction of human life, the invasion 
and overturning of fertile land, of orderly com- 
munities and of great monuments of public spirit, 
of religion and of art. We have witnessed the 
complete upsetting of our economic system, and 
the dislocation not only of our financial re- 
sources, but also of financial methods, so that 
every observer knows in general what the prob- 
lem of material reconstruction involves. It in- 
volves clearing the ground, rebuilding those 
things which have been destroyed and which can 
be measured and weighed and counted. 

In the turmoil of devising plans for social re- 
construction we find one encouraging factor, it 
is this: That all the people are at last convinced 
that the world is at present sadly out of joint. 
The physician who cannot make a proper diag- 
nosis is the undertaker’s best friend and the sick 
man who refuses all remedies is marked for an 
early death, and the men who cry peace! and who 
are attempting to remedy the ills of the world 
and the medical profession’s economic troubles 
by attempting to legislate into our social fabric 
alleged panaceas which in reality are worse than 
the evils they seek to remedy are no better than 
the miscreants who would recreate society by the 
liberal use of dynamite. Both make genuine 
reconstruction impossible, because both paralyze 
intelligent action. 

Several factors are operating to keep the world 
divided into discordant elements. The principal 
disturbing element is a general belief that there 
is in this country an unequal distribution of 
wealth. Labor and capital are at each other’s 
throats; women and children starve because of 
injustice in high places; people are not living as 
human beings should live, some merely exist; 
capital points to the imperious demand of an 
eight hour day, while the physician, the nurse, 
the clergyman and the teacher, set no limits to 
their period of toil, but are ready at all times to 
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minister for a pittance, or for no recompense at 
all, to the needs of the public. 

While conditions are topsy turvy it is possible 
to bring them back to health. So far no plan for 
social reconstruction suggests the complete treat- 
ment; however, a beginning could be made by 
rapid reestablishment of social justice. Three 
curses are operating to the detriment of govern- 
ment stability in this country at the present 
time, they are: Autocracy, bureaucracy and bol- 
shevism. Not centralization of more power at 
Washington is wanted, but decentralization of 
that now exising there would go a long way to 
help remedy existing social ills. The present 
trend towards centralization of power in this 
country is raising an army of politicians and 
bureaucrats, all of whom must be supported by 
general taxation of the people. 

Unless the drift towards bureaucratic govern- 
ment is stopped Americans will be the most ruled 
and standardized people in the world, and we 
will need armies of citizens to enforce all the 
laws ; by and by we shall all be state and govern- 
ment employes, earning our pay by watching or 
spying on one another. 

Our nation today faces great perils. Insidious 
and destructive forces are at work. As a result 
of the war there has been let loose forces of 
doubt, forces of cynicism, forces of despair and 
of destruction, that not only have no pride in 
what is going on in this country, but that would 
be only too happy to bring it to a sudden and 
destructive end. Men and women everywhere 
are surprised that the old principles of govern- 
ment and of economics and of social life that 
have controlled so long, that have been so bene- 
ficial in their application, that have produced 
such extraordinary results—they are surprised 
that those should be challenged; that the very 
principles upon which American government 
rests are not only doubted but attacked—that the 
very ideals of our social and political and eco- 
nomic order, which we have thought secure be- 
cause so sound, so generous and so high minded 
-—those very principles are treated with cynical 
contempt and their application is made the 
ground for the preaching of a gospel of dissatis- 
faction and anarchy and destruction. 

And, because of this, the problems of the 
country today challenge our serious and thought- 
ful attention. The medical profession have a 
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very deep and a very vital interest in their proper 
solution. No previous age of the world has been 
called upon to deal with questions more vital to 
the welfare of humanity or the preservation of 
human civilization. The duty rests upon all to 


resist these forces of evil with all the resources 
at our command. The medical profession can 
and will do a great part towards stabilizing the 
unsettled economic condition of the country and 
the hysterical condition of its peaple. 


———————— 


STATE MEDICINE DESTROYS INDIVID- 
UAL INITIATIVE AND WILL NULLIFY 
MEDICAL PROGRESS THE SAME AS 
COMPULSORY HEALTH INSUR- 
ANCE HAS DONE IN 
GERMANY. 


Our worthy contemporary American Medicine 
(October, 1920), formerly a warm advocate of 
compulsory health insurance, has seen fit to cri- 
ticize our article the “Evolution In Medical Prac- 
tice or What Ails The Profession” in which we 
enumerate a number of the socializing factors 
operating in present day medical practice. Th: 
concluding paragraph of the criticism reads a: 
follows : 


The socialization of medicine does not eliminate 
the physician. Nor does it impair his usefulness; 
nor does it decrease his opportunities or his finan- 
cial rewards. As a matter of fact, it dignifies medi- 
cine, strengthens it, stimulates its resourcefulness, 
and advances its progress in numerous ways. It 
recognizes the doctor as a prominent agency in 
promoting human welfare. It is time that the few 
reactionaries rebelling against human advancement 
and the progress of public health, took stock oi 
the meaning underlying the social tendencies of 
today, and re-valued them in the light of commun- 
ity welfare rather than in terms of a personal pecu- 
niary return. The rights and interests of medical 
men as men are bound up in the rights and inter- 
ests of mankind. 


To disprove the contention of American Medi- 
cine we can point to the fact that under the so- 
cializing influences operating in Germany and 
England, in both these countries, the people are 
receiving the worst medical and surgical care of 
any communities in the world. 

Dr. Edward H. Ochsner, of Chicago, Illinois. 
the greatest authority in the world on medica! 
economics, has proven our contention quite con- 
clusively. As showing the demoralizing effect 
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State Medicine, Compulsory Health Insurance 
and other socializing schemes have had in stifling 
initiative and in hampering medical progress we 
quote him as follows: 

In his argument presented before the Illinois 
State Health Insurance Commission, at Chicago, 
lllinois, on November 8, 1918, and published in 
the ILtiINo1Is MEDICAL JOURNAL, January, 1919, 


he said: 

Next to stability of government, honesty of ad- 
ministration, and general intelligence of the peo- 
ple, the welfare of a nation depends more upon 
the quality of medical service which is rendered 
to the people, than upon any one other thing. 

The longevity, health, efficiency and happiness 
of a people depend more upon the integrity, abil- 
ity and industry of its medical profession than 
upon anything else. 

If it can be demonstrated that compulsory health 
insurance has lowered the standard of medical 
service where it has been in force the longest, and 
is likely to have that effect if introduced in this 
country, then surely it would be unwise to intro- 
duce it here. 


If we can prove that in European countries med- | 


ical progress has been seriously checked by com- 
pulsory health insurance; if we can prove that 
the quality of medical service rendered under 
compulsory health insurance is poorer in those 
countries, then compulsory health insurance has 
not even one leg to stand on, gentlemen, and I 
believe we can prove just that. 

From the year 1860 to the beginning of this 
century, Germany and Austria were in the fore- 
front of medical progress. Everyone, even the 
layman, is familiar with such names as Billroth, 
Volkmann, Hebra, Koenig. Billroth was the great 
German surgeon who finally went to Austria, and 
who did the great primary work in stomach sur- 
gery; Volkmann was the great bone surgeon; 
Hebra was the great skin specialist, and Koenig 
was another great bone surgeon. in the early 
seventies and eighties, fractures and such things 
were about the only things surgeons attended to. 
Modern surgical technique had not made the other 
work possible. I could mention to you, gentlemen, 
thirty or forty other German and Austrian medical 
men who ranked almost as high as those men- 
tioned. Behring and Roux, the Frenchmen, simul- 
taneously, in 1894, discovered the diphtheria serum. 
Roentgen, a German, discovered the Roentgen 
Rays, the X-Ray, as we speak of it, in 1895. Lorenz, 
the Austrian surgeon, introduced the bloodless 
cure for congenital dislocation of the hip, in 1896. 
Isn’t it a strange thing, Ladies and Gentlemen, that 
since 1896 not one single thing of prime medical im- 
portance has come out of Germany and Austria? One. 
| beg your pardon. Salvarsan, and that was a 
laboratory discovery. It was discovered by a man 
who knew absolutely nothing about the practice 
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of medicine; a graduate in medicine, yes, but he 
never practiced a day, and yet he discovered the 
only thing of importance that has come out of Ger- 
many in the last twenty years. Why? Because 
compulsory health insurance has crushed the in- 
dependence and enthusiasm out of the German 
profession to such a degree that men of real abil- 
ity are studying medicine in smaller and smaller 
numbers in Germany today, and the men of the 
first magnitude in Germany and Austria today 
under forty years of age can be counted on the 
fingers of one hand, among one hundred and thirty 
million people. There is a reason for that, gentle- 
men, 

In the meantime, what has happened in America, 
and in the countries which have not been cursed 
by compulsory health insurance until recent years? 
Let me tell you a few of the things that have been 
accomplished in the last twenty-five years outside 
ef Germany and Austria. Germany and Austria, 
who were the leaders in the science of medicine 
twenty-five years ago, have taken a place way 
down. There is a reason. If anybody else can 
give us another reason than the one I have men- 
tioned, I would like to hear it. 

In America and other countries progress has 
been steady; appendicitis and its treatment was 
developed principally in Chicago, Philadelphia and 
New York; gall bladder surgery in Rochester, 
Minnesota and Chicago; goiter surgery in Berne, 
Switzerland, Chicago and Rochester; stomach sur- 
gery in Rochester and Leeds, England; malaria 
and yellow fever by our own Walter Reed of the 
Marine Hospital; joint surgery in Boston, New 
York and Chicago. Why do not Germany and 
Austria come in for a little of that? Now, those 
are medical facts, and they cannot be successfully 
disputed because they are facts. When Billroth 
died, along in 1892 or 1893, all progress in stomach 
surgery stopped until Drs. William J. and Charles 
H. Mayo revived it and brought it up to its present 
degree of perfection. Why did not the followers of 
Billroth do that work? They had the advantage 
of being his assistants for years. Why? 

As to the quality of medical services. Not 
only has medical progress been almost killed by 
compulsory health insurance legislation in Ger- 
many and Austria, but the quality of medical 
service which the people of those countries receive 
has deteriorated immeasurably in the last thirty 
years. Why? Why should it, gentlemen? Five 
or six years ago, the University of Wisconsin went 
into a combination of welfare and contract prac- 
tice. They charged their students so much per 
semester and they appointed a medical staff to 
look after their health and to treat them. In the 
winter of 1916, I was asked to appear before the 
Committee on Education of the Legislature of Wis- 
consin, and in the presence of that Committee and 
within my hearing the Dean of the Medical School 
of the University of Wisconsin made the statement 
that during the fall semester of 1915-1916, a period 
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of four months, the clinical staff of that University 
made seventeen thousand examinations and calls 
on between four and five thousand students, healthy 
young men and women in the prime of life, or at 
the rate of about thirteen plus per year. They 
are figures that you cannot go back of, and they 
prove that when a man or a woman can have free 
medical advice they running to the doctor for 
every little ache and pain and they wear out his 
enthusiasm, and men of ability will not practice 
that kind of medicine very long. And when they 
once find out that that is the kind of practice of 
medicine they will have to go into, they will not 
study medicine, and that is just what happened 
in Germany and Austria. The quality of the 
average German and Austrian medical man has 


so deteriorated that, in answer to Mr. Ransom’s. 


question I will say, yes, the loss of time from 
sickness and the increased mortality rate in Ger- 
many over Switzerland is because the people of 
Germany get so much poorer medical service, and 
it is directly traceable to the compulsory health 
insurance laws of Germany. 


Illustrative of the deleterious effects of State 
Medicine in hampering initiative and stifling 
medical progress, Dr. Ochsner before the Michi- 
gan State Medical Society, May 27, 1920 (Michi- 
gan State Medical Journal, July, 1920). (1.1 
NoIs MepicaL Journal, August, 1920) said: 


During the four years from 1912 to 1916 I was 
President of the Illinois State Charities Commis- 
sion. We had under our supervision, sixteen State 
Institutions with approximately twenty thousand 
inmates and four thousand employes and we had 
an excellent opportunity to study the advantages 
and disadvantages of government control of such 
institutions. I personally visited every institution 
one or more times, inspected practically every one 
of the hundreds of buildings, talked with hundreds 
of patients and dozens of employes and while dur- 
ing those four years the State Institutions of IlIli- 
nois were exceptionally well managed and unusu- 
ally free from spoils-politics, the best one could say 
for the medical and nursing service rendered was 
that it was mediocre. The reason for this is easy 
to find. From the very nature of things in institu- 
tions of this kind, there is an enormous amount of 
time wasted on paper work and red-tape. At best, 
advancement is largely by seniority and inefficient, 
incompetent seniors never resign and rarely ever 
die. By the time a real efficient man gets to the 
top his enthusiasm has usually been crushed out by 
non-essentials, or if this has not happened, he is 
hampered by inefficient subordinates of which he 
cannot rid the service. In this connection, let me 
call your attention to the following fact, namely, 
that while for many years approximately one per 
cent of our population has been under the medical 
supervision of our Federal, State, county and city 
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authorities, nothing of value in the treatment of 
diseases has been discovered by any of these de- 
partments since the organization of our govern- 
ment 144 years ago. Practically all of the marvel- 
ous advance in the treatment of diseases during 
that period of time is the result of individual effort 
by private physicians. When you consider the 
above and realize that this means that at the pres- 
ent time there are practically one million people 
under the medical supervision of the various depart- 
ments of our government, is it not strange that 
not a single great discovery for the cure of disease 
has been made by any of the men in government 
service during all these years, and yet, for anyone 
familiar with all of the phases of medical practice 
both public and private, it is just exactly what one 
would naturally expect. 

In spite of all of the above facts and many more 
that will be cited, there are still some people in 
this country who would like to turn over the super- 
vision of the medical treatment of from sixty to 
eighty per cent, of our population and the expendi- 
ture of over one billion dollars per annum to one 
or the other of these governmental agencies. The 
mental processes of some of our ultra high-brows 
are beyond comprehension and are as inscrutable 
as is the enigmatic smile of Mona Lisa. These 
ultra high-brows realize, as every one must, that 
things are very imperfect. Then, instead of devis- 
ing methods to simplify our government processes 
they try to improve the conditions by multiplying 
the very agencies which are the cause of the present 
day unsatisfactory conditions. 





MASCULINISM OR FEMINISM? 


Dr. Horace M. Brown of Milwaukee, Wis- 
consin, the greatest authority in the world on 
Endocrines and their relation to body function, 
before the Tri-State District Medical Association, 
October, 1920, at Waterloo, Iowa, said: 


Errors of endocrine balance in males and females 
of the species have produced many feminine men 
and more masculine women. That instances of 
special ability in individuals of the masculine- 
female type have occurred, does not prove that 
woman can in any way function or take the place 
of man in the cosmos; nor does the converse of 
the sex conformation prove that man can take 
the place of woman. In both instances, the 
physical, physiological and psychical conditions 
are endocrinic abnormalities, and such types are in 
the mass failures in both sex characteristics. 

However nearly the hen may approximate the 
production of a praiseworthy crowing, or however 
closely she may imitate the strutting of the cock, 
at certain times she must, whether she will or not, 
squat and lay an egg. This is a beautiful and 
most praiseworthy function and one in the perform- 
ance of which the cock would make a ghastly fail- 
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ure, and it is one, in the performance of which 
the cock has no desire to rival the hen. Why 
should the hen wish to crow? 





DRUG ADDICTION FROM THE LAY 
VIEW POINT. 


The following excerpt from the October, 1920, 
issue of the Policeman’s News is reproduced for 
the purpose of showing that at last the lay people 
are beginning to realize that addiction is a disease 
and that the unfortunate should be cared for as 
sick people not as criminals or degenerates : 


Yet none of us can work intelligently or hope to 
achieve any marked success until we appreciate 
the fundamental mistakes of the old-fashioned 
superstitions regarding the opiate drug addicts. His 
case is not at all one for the penal institution, the 
psychologist or the reformer—it is worthy of the 
concentrated effort and sterling thought of the en- 
tire medical profession. He is a clinical subject, 
not a criminal; he should be treated by a specialist 
in addiction diseases and not by a desk sergeant. 

I know full well that when the drug question is 
taken out of the hands of the police, no body of 
men will be more pleased and satisfied than the 
police themselves. 

And yet the police and the public may well in- 
quire for the reasons which, for all these years, have 
kept the question in its present stage. In justice 
to those of us who are striving for a reasonable 
understanding of a public matter, an explanation 
is due. 

As usual with such things, it is simple. The 
experiences of early opium addicts, not including 
opium smokers, who are not considered in this 
study any more than tobacco smokers since it 
offers a different problem, was that the opiate was 
eaten. De Quincey and other fantastic writers in 
such works as “The Confessions of an Opium 
Eater” gave rise to the popular conception that the 
disease was an appetite since the addict ate the 
stuff. Being considered an unusual craving, it was 
then quite natural for the casual observer to class 
the thing as a matter of taste or, later, will power. 
One could stop if one wanted to—that was all 
there was to it. 

By the same token that belief caused the disease 
to spread, since many tried it who felt that they 
could stop after a few experiences. Depending 
solely upon their own condition and also upon the 


amount of drug they ate, that intention was or was - 


not realized, as the case may have been. 

Not realizing the addiction properties of the sub- 
stance, physicians gave opiates freely. Up to a 
few years ago no medical school even taught any 
true facts about drug addiction and so the majority 
of our addicts were made addicts by just such a 
method! 
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Still, considering it as a purely personal habit, 
the medical men made no effort to study the thing. 
Their only advice was to stop—when a patient 
wouldn’t stop, they forcibly took it away from 
him. And as a result of this antipathy toward the 
subject, the sublime ignorance of the men who 
handled narcotics most, and the frequently jogged 
curiosity of the innocent public, narcotic drug ad- 
diction rapidly assumed formidable proportions. It 
is said, on splendid authority, that its first real 
spread in this country came through surgical and 
medical treatment during the Civil War. In the 
meantime, as soon as the legitimate physician began 
to think more sensibly about the thing, the law- 
makers wound red tape all around the works and 
it is no longer safe to carry out convictions. 

You see, universal ignorance still prevails to such 
an extent that the police are incorrectly called 
upon to handle a problem fit only for the most 
elaborate clinic the Rockefeller Foundation could 
afford, plus the hearty cooperation of every upright 
doctor in America. 

There is still another virulent offspring of these 
mistaken policies regarding drug regulation and 
control: the impetus given blackmailers by such 
an easy method of getting the names of unfortu- 
nates; the possible illegal printing and sale of 
duplicate registration cards at fabulous prices; the 
manipulation of those cards legally issued and 
many other criminal practices offer a large field for 
conscientious work on the part of the police when 
they are added to the already universal smuggling 
and domestic traffic of the stuff in tremendous 
quantities. 





MEDICAL CALLS AT THIRTY - EIGHT 
CENTS 


Ir Is ImpossIBLE For A PaNnet Doctor to Do 
JUSTICE TO His Work 


As a sample of medical remuneration under 
the health insurance law in England we call at- 
tention to a letter in the British Medical Journal 
of November 15, by M. D., according to which a 
7s ($1.68) a year capitation fee works out at 


1s. 3d ($.30) for office consultation and 2s. 3d. 
($.54). for home visits. The doctor therefor 


asks the pertinent question, “how much time can 
one afford to give for 1s. 3d. ($.30) ? and draw- 
ing attention by way of contrast to the super- 
iority of private practice, he replies that it is im- 
possible for a panel doctor to do justice to his 
work. He therefor argues that if more adequate 
remuneration were paid which in part at least 
would be equivalent the doctor would give twice 
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the attention to the work and also would take 
pride in the service rendered. In the British 
Medical Journal of October 4, 1919, is a letter 
signed by Dr. H. A. Watson, Worcester, accord- 
ing to which in 1916 the actual remuneration for 
visits and attendance worked out at the rate of 
not quite 1s. 7d. ($.38) a case. 





TYPE OF MEDICAL SERVICE UNDER 
THE PANEL SYSTEM. 


The medical man under the English Health 
Insurance law is not able to give patients proper 
attention. The following is taken from the 
British Medical Journal: 


The patient was a builder’s laborer and was sud- 
denly taken sick with severe abdominal pains and 
sickness. He went to the panel doctor who was 
overwhelmed with work and found a long line of 
insured people who were waiting to get their papers 
signed. The doctor did not think there was any- 
thing serious the matter with the man and did not 
examine him, but gave a simple remedy. The next 
morning he was still very ill and again saw the 
doctor, who was again overwhelmed with patients 
and again did not examine him. He died a day 
or two after without any medical attendance. It is 
needless to say that the man would no doubt have 
lived if he had been operated on. The doctor stated 
at the inquest that he did not have the time, as he 
was busy six hours at a stretch signing cards and 
doing clerical work instead of attending to his prac- 
tice. The jury excused the doctor because of the 
“scandalous amount of work that was imposed on 
him under the act” and gave a verdict of “death 
from natural causes” and added a rider that more 
care should be exercised in the future in the matter 
of examining insured persons by doctors under 
National Insurance Act. 





RESULTS SPEAK LOUDER THAN WORDS. 


The work of the contract practice committee 
of the Chicago Medical Society is attracting na- 


tionwide attention. This committee has been 
able through a campaign of dignified publicity to 
bring corporations, insurance companies and 
firms to a realization of the fact that medical men 
are entitled to compensation in keeping with 
the character and responsibilities of the services 
rendered. 

The following case is typical of scores of others 
that have been settled in full since this com- 
mittee began work three months ago. 
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Contract Practice Committee 


The following is published for the information 
and guidance of our members: 


Dear Sirs: 


Permit me to add this final chapter to the con- 
troversy with the Yellow Cab Company regarding 
their non-payment of a bill for first aid services 
rendered July 17, 1919, as published in the Official 
Bulletin of November 20, 1920. A representative 
of the Prairie State Insurance Association came to 
my office today expressing regret and offering 
apologies concerning the incident. He stated that 
their record does not show any bill having been 
received. Let us be magnanimous and not question 
the correctness of that explanation. The Yellow 
Cab Company has apologized, the bill has been paid 
today in full, the reputation of your Committee as 
being able to persuade some people to see and 
accept the point of view of some other folks has 
once more increased considerably, and everybody 
is happy. Please publish this in the Bulletin, so 
that proper credit shall be given your Committee 
by the profession. 

Very truly yours, 
Michael C. Goy, M.D. 


A copy of the Official Bulletin has been mailed 
the Yellow Cab Company. 


The committee publishes the correspondence be- 
tween Dr. Overton Brooks and The American 
Mutual Liability Company as a guide for members. 
Physicians are employed to give service and their 
correspondence should be direct and not with any 
agent of the one who employs them. 


American Mutual Liability Insurance Co. 
Chicago, October 20th, ’20. 
Dr. Overton Brooks, 


4542 S. Dearborn Street, 


Chicago, II. 
File No.. 1 
Re. Lawrence Feldman 
vs. 
Adolph Selz Co. 
Dear Doctor: 

We have your bill for services rendered the above 
named employee, and beg to advise that we con- 
sider same entirely too high. 

On October 2nd you show surgical treatment 
amount $15.00. Kindly advise just what sort ot 
treatment was necessary to give this man which 
warranted a fee of $15.00. From October 3rd to 
12th you show dressings amount $27.00, or in 
other words you are charging $3.00 for dressings. 
This is entirely too high, as the usual and cus- 
tomary fee for subsequent dressings is $1.00 and 
in rare cases $1.50. Accordingly we believe your 
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bill is too high and feel that a fee of $30.00 would 
be ample in a case of this kind. 
Kindly let us hear from you. 
Very truly yours, 
Harry R. Berg, Adjuster. 


Adolph Selz Co., 
501 S. Dearborn St. 
My Dear Sirs: 

A customary letter came this A. M. from your 
insurance company offering a ridiculous sum for 
the services that I gave to your man Lawrence 
Feldman. This man was in terrible pain and agony 
when he came to me and was in shock. I gave him 
hypodermic medication to relieve him. He was 
suffering from a severe burn of both hands and 
forearms and the work done upon him was a 
hundredfold more than is done upon an ordinary 
scratch or lacerated wound, and this office gets 
double the amount offered by this insurance com- 
pany for dressings of this nature. 

I have a written order from you to attend to Mr. 
Feldman and he is well satisfied. Kindly attend 
to this matter as I do not care to be bothered with 
any insurance adjusters. 

Very sincerely yours, 
Overton Brooks. 


Dr. Overton Brooks, 
542 S. Dearborn Street, 
Chicago, Tl. 

Dear Sir: 

Your letter of October 2ist to hand and I have 
turned same over to my Insurance Company. That’s 
what I carry Liability Insurance for. 

Hoping you will come to an agreeable settlement 
with the Insurance Company, I remain 

Yours truly, 
ApoLtPH SELz,. 
. per E. C. 


Dr. Overton Brooks, 
542 S. Dearborn Street, 
Chicago, Il. 
File No. 1 
Re. Lawrence Feldman 
vs. 

Adolph Selz Co. 

Injured 10-2-20 
Dear Doctor: 

Your letter of the 2ist instant addressed to the 
Adolph Selz Printers Company has been turned 
over to us for consideration. 

Please be advised that when the writer wrote you 
taking exception to the amount of your bill, he at 
least expected the courtesy of a direct reply from 
you. We have advised the Adolph Selz people not 
to send any more cases to you. 

In conclusion will say, that $30.00 is all that we 
are going to offer you in this matter, and if same is 


EDITORIAL 73 


not satisfactory to you, you may take other meas- 
ures to collect your bill. 


Very truly yours, 
Harry R. Berg, Adjuster. 


Adolph Selz Co., 
501 S. Dearborn St. 
My Dear Sirs: 

A letter from the American Liability Insurance 
Company and signed Harry R. Berg, came this 
A. M., refusing to pay for the services given to 
Lawrence Feldman of your firm. 

I met you in your emergency and gave you every 
consideration, but I have not yet received any at 
your hand. I am positive that you can regulate 
matters if you so desire. 

Mr. Feldman knows that | informed him of this 
insurance company as soon as I heard that they 
carried your insurance. Mr. Feldman spoke as if 
he would assist in the payment of his bill. I have 
fought this company before and I have won out and 
I intend to lay this before the Chicago Medical 
Society and I will take other methods of collecting 
if necessary. 

They informed me that they gave you notice not 
to send me any more cases. Surely you are a free 
man and can do as you please. Other Insurance 
Companies send me checks daily and they do not 
question my fairness. I know that I have been 


fair to you and that is why I am writing. 
Very sincerely yours, 
Overton Brooks. 


Dr. Overton Brooks, 
542 S. Dearborn Street, 
Chicago, IIl. 
Re. Lawrence Feldman 
vs. 
Adolph Selz Co. 
Dear Doctor: 

Our assureds have forwarded us your communi- 
cation to them of November 4th, and I can see no 
reason why we should deviate from the position 
taken by our Mr. Berg in his letter of October 27th. 

In conclusion, if you desire to accept our check 
as indicated therein, please advise us. 

Very truly yours, 
G. A. Bruegger, 
District Claim Manager. 
Dr. Overton Brooks, 
542 S. Dearborn St., 
Chicago, III. 
File No. 1 
Re. Lawrence Feldman vs. 
Adolph Selz Co. 
Inj. October 2nd, 1920. 
Dear Sir: 

We are enclosing herewith our draft for $48.00 
payable to your order in payment of your bill as 
rendered. 
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Please be advised that our Company is too big 
to argue and write letters to you taking exception 
to your bill. When we wrote you the first time 
we had carefully gone into this matter and were 
fully convinced that your bill was too high, and 
consequently wrote you a strict business letter 
taking exception to such bill. Instead of having 
the courtesy of a direct reply, you took the matter 
up with the Company, who felt just exactly the 
same about your bill as we did. 

However, as I said before, we will let you have 
the benefit of the doubt, therefore are herewith 
enclosing our check for that amount. 

Very truly yours, 
H. R. Berg, Adjuster. 


This correspondence should help to harden any 
rubber spines left in the profession. 


CONTRACT PRACTICE COMMITTEE. 
Thomas P. Foley, Chairman. 





INDUSTRIAL NURSES ILLEGALLY PRAC- 
TICING MEDICINE 

The following editorial from the November, 

1920, Long Island Medical Journal is worthy of 

reproduction as showing a growing disposition 


on the part of nurses and lay individuals to prac- 
tice medicine without proper qualifications or 
legal right to do so: 


In an able editorial in its August number Modern 
Medicine calls attention to an aspect of industrial 
medicine that calls for careful investigation and, 
should the condition be found to be widespread, cor- 
rective measures. We are told that welfare workers, 
supervising nurses and others have found factories 
in which the diagnosis, treatment and care of sick or 
injured employes have been left entirely to the nurse, 
who has undertaken to extend her responsibilities far 
beyond what the law allows. Not only that, but it has 
been found that some of these nurses were not trained 
beyond a correspondence school course and that this 
fact was known to their employers, who apparently 
desired to convey the impression that they had pro- 
vided an efficient welfare department for their hands, 
but in reality were attempting to deceive the public, 
the State authorities, and their employes by providing 
service that they knew to be inadequate. In one or 
two plants a physician was ostensibly employed, but 
the sort of attendance required of him was so re- 
stricted that it would seem that his name was merely 
a blind to cover the work done by a cheap nurse. 
It is a matter of common knowledge that the more 
ignorant one is, the more cocksure he is apt to be, 
and probably much of the prescribing of headache 
powders and dressing of wounds by nurses in the 
institutions under consideration resulted from a sense 
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of self importance brought about by finding them- 
selves in places of responsibility. But in some cases 
it was shown that the employer dictated what should 
be done, and in some instances the physician himseli 
either permitted or urged the nurse to exceed he: 
legal privileges. Like all movements for social better 
ment, the establishment of physicial welfare depart- 
ments in industrial plants has had a two-fold motive 
—better work through better working conditions 
There are some employers who honestly try to pro 
vide a high grade of medical and nursing care for 
their workers and who pay adequate salaries; there 
are many more who want a high grade doctor, but are 
unwilling to pay properly; and there are many who 
scheme to provide the appearance of service withou' 
its substance. On the other hand, there are doctors 
and nurses who have so low a conception of their 
calling that they will shirk where they can; and there 
are others who believe themselves to be adequat: 
when they are not. All this is merely saying in some 
detail what we all know about human nature. To 
insure against just such conditions, many states have 
provided chapters of their public health laws defining 
the duties and privileges of physicians and nurses and 
providing penalties for those who attempt to prac- 
tice medicine and surgery without a license. No nurse 
should be willing to incur the liability to punishment 
for exceeding her proper duties, and the mere fact 
that she had been directed by her employer or urged 
by the physician so to do does not excuse her. She 
brings discredit on herself and on her calling. Fur- 
thermore, she should be very chary of discussing 
medical matters with her patients. There is so wide 
a field for difference of opinion in so many forms of 
disease that those best qualified to speak are careful 
not to say too much, and often the effect of a care- 
less word spoken in a layman’s presence is to destroy 
confidence in a perfectly trustworthy doctor or to 
discredit a reliable method of treatment. For this 
and similar reasons none but a thoroughly qualified 
trained nurse should be employed, except perhaps as 
an assistant, in industrial work, the very nature of 
which entails responsibilities calling for nice judg- 
ment. There will arise emergencies when ordinary 
first aid will not be adequate, demanding tact, initi- 
ative and skill. At times, in the absence of a phy- 
sician, she may have to undertake more responsibilities 
than the law allows and her success will depend on 
her training. With the full knowledge that such 
conditions may confront her, the untrained nurse who 
assumes and the penurious firm who employs her are 
equally guilty of a grave misdemeanor, to put it 
mildly. In general, the duties of an industrial nurse, 
as far as treatment is concerned, should be limited 
to those of an assistant when a physician is present 
and to elementary first aid when he is not on the 
spot. Anything beyond tends to break down the 
safeguards that long experience has found it essential 
to throw about the care of the sick and injured. It 
is one of the just claims of qualified surgeons that the 
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imperfections of Workmen’s Compensation Acts per- 
mit and even foster a type of surgical care that is 
disadvantageous to the very men who are supposed 
to be benefited by the law. It is equally certain that 
not only does improper care in industrial plants work 
harm to the sick and injured but it reacts to the dis- 
credit of the service and those who give it. Also, 
the nurse who assumes to exceed her proper duties 
once oversteps them more readily a second time, and 
soon comes to look upon herself as qualified for any 
sort of professional responsibility, until the inevitable 
happens and some unfortunate loses a hand from pre- 
ventable infection, or some neurotic girl breaks down 
from too much acetanilid. It is the trusting innocent 
that is the ultimate sufferer and his best protection is 
a rigid enforcement of the laws covering medical 
practice. In states where these laws are inadequate 
steps should be taken to place before the people and 
their law makers a full understanding of the needs 
of the situation, and doubtless they will correct it— 
legislatures seem only too ready to curb the medical 
profession. 





It IS ABSURD TO ATTEMPT TO MIX UP 
MEDICINE AND INSURANCE 
PREVENTIVE MEDICINE, THB MepIcAL CARE OF 
THE Sick, AND SICKNESS INSURANCE ARE 

THREE NORMALLY VERY SHARPLY DIFFEREN- 


TIATED Factors Wuicn Can Work 1n Har- 
mony, ALTHOUGH ANy ATTEMPT TO MIx 
Tuem Up Forcrsty Into a Sineie Unit Is 
BouND TO FUNCTIONATE BADLY. 


Schenectady, N. Y. 

To the Editor: The following is submitted as 
a sort of corollary to my paper entitled “Some 
eres Encountered in Attempting to Apply 
Insurance Methods to the Sickness Hazard,” 
which was published in the Ittrnois MepicaL 
JourNAL, December, 1920. 

I have come very definitely to the conclusion 
that Compulsory Health Insurance agitation will 
never really quiet down until we devise some plan 
whereby the potential possibilities of the applica- 
tion of the insurance principle are actually made 
use of in helping to solve the insurance portion 
of the sickness problem. There is no question 
out that certain phases of the sickness problem 
could be to a considerable extent solved by the 
application of the insurance principle. There is 
also no questioning the fact that preventive medi- 
cine, the medical care of the sick and sickness 
insurance are three normally very sharply dif- 
ferentiated factors which can work in harmony, 
although any attempt to mix them up forcibly 


_ surance problem. 
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into a single unit is found to functionate badly. 
Gasoline and differentials are both automobile 
essentials, but no one ever thought of mixing 
up oil refineries and automobile factories. When 
the problems of sickness insurance are clearly 
understood it is found that it is almost equally 
absurd to mix up medicine and insurance. 

My paper, “Some Problems Encountered in 
Attempting to Apply Insurance Methods to the 
Sickness Hazard,” was intended to bring out 
three points: First, the reason why the sick- 
ness problem as presented by the ordinary run of 
short duration illnesses does not lend itself nor- 
mally to solution by the insurance method. Sec- 
ond, to show some of the mathematical factors 
underlying the reasons why fund-paid medical 
services are always poorly paid for and the 
method generally unsatisfactory to the physician. 
Third, to show some of the possibilities of apply- 
ing the insurance method to the solution of the 
financial problem encountered in connection with 
the long duration illnesses. 

The paper also points the way along which I 
believe the medical profession should work in 
an attempt to solve the compulsory health in- 
I believe that the chief pro- 
visions of any of the compulsory health insur- 
ance laws should be directed towards the ade- 
quate financial protection against the effects of 
the long duration, hard hitting illnesses. These 
are the cases talked about by the compulsory 
health insurance advocates, but not covered by 
their bills, as shown by their actuarial figures. 

Actuarial data as confirmed by the actual issue 
of such policies by commercial companies shows 
that all long duration illnesses could be com- 
pletely covered by low cost, with a very simple 
administrative mechanism, with relatively no 
overhead costs, and no inhibitive interference 
with medical progress and practice. This could 
be accomplished by insurance measures embody- 
ing approximately the following features: 

1. The only compulsory feature would be 
to compel employers to provide the machinery 
whereby all employes who desire to could con- 
tribute by pay roll deduction to the insurance 
fund. 

2. Wage earners to receive two-thirds wages 
for illness beginning two to four weeks after 
onset and the benefits extending not twenty-six 
weeks but to recovery or death. 
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3. Dependent members of family to receive a 
small cash benefit (one-tenth to one-twentieth of 
supporting member’s wage) for all disabling ill- 
ness beginning about six weeks after onset of 
illness and continuing with possibly few restric- 
tions and provisions, to protect against the types 
of disease allied to malingering, until recovery 
or death. Additional premium to be paid for 
this protection. 

4. Any provision for the coverage of medical, 
dental and nursing expenses should be either 
entirely omitted or the machinery could be pro- 
vided for voluntary contribution on the part of 
the insured, of an additional premium, sufficient 
to cover these expenses, through policies entirely 
separate from the disability coverage. These 
policies would cost so much that few would take 
them. , 

Such a law would give the protection actually 
claimed to be sought by the advocate by com- 
pulsory health insurance. It would put the 
medical treatment aspects strictly up to the 
merits of the proposition, but would allow of the 
normal development of such medical care by the 
insurance method, if in certain communities the 
wage and social conditions are such as to make 
it really desirable. 

E. MacD. Sranton, M. D., 





STANDARDIZING SURGEONS’ FEES 


We are reliably informed that unless present 
plans miscarry there will be introduced into the 
next Michigan legislature a bill seeking to stand- 
ardize the fees that physicians and surgeons 
will be allowed to charge for their services. 

This bill we understand is to be introduced 
at the instigation of a Michigan multi-millionaire 
and will be backed by all the influence at his 
command. The threat to introduce the bill is 
taken seriously by the Michigan physicians and 
an active propaganda to combat the proposed 
legislation is already under way. 

As we have said repeatedly there is a nation- 
wide campaign which has as its object the de- 
struction of the individuality of the physician 
and a further attempt to measure all men by 
the same yard stick regardless of the fact what 
is one man’s girth is another man’s neckband. 
Standardized medical fees would destroy all 
initiative and stop medical progress, 
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A LICENSE TO PRACTICE MEDICINE IS 
A PRIVILEGE NOT A RIGHT. 


LIKEWISE THE CHARTER OF YoOuR Favorite 
Hosritat, EIrHer or BoTH MAY BE TAKEN 
From You UNDER THE PoLice POWER OF THE 
State SHouLp Some oF THE PRESENT Day 
Socializing PropaGANDA BE ENACTED INTO 
Law. 


In our June issue we published the outline o! 
a scheme for the national socialization of med- 
icine whereby a department of health and wel- 
fare with a secretary in the cabinet would take 
over the control of all the agencies of healing 
both public and private, individual and corporate 
clear down to the township supervisors of the 
most obscure country district even including the 
horse that draws the ambulance. There are at 
the present time several socialistic schemes being 
propagandized, all of them attempting to bring 
about the same end either by one grand stroke 
or by piecemeal methods. 

Many physicians are inclined to assume a self 
satisfied air secure in the belief that these social. 
istic schemes cannot be enacted into law or that 
if they should be put on the statute books the) 
would be unconstitutional. We heard the sam: 
thing said about prohibition. We have heard « 
number of our eminent physicians remark that 
they will not cooperate with or work under an\ 
of the proposed socialistic laws. It might be well 
to emphasize the fact that if these communistic 
laws are enacted should you refuse to make tl 
law operative your license to practice might, be 
taken from you under the police power of the 
State, or on the other hand the law will be made 
to provide for compulsory service. Threats cover- 
ing both of these phases have already been mae 
by the proponents of the schemes. In the case 
of the former by a Senator of New York wh» 
told the Doctors that if they failed to make thr 
health insurance law operative if enacted their 
license to practice would be taken from them 
under police power of the State and the latter 
instance by one of the high priests of the health 
insurance propaganda to a Doctor in Illinois who 
has been active in opposition in health insurance. 

Kindly remember that your license to practice 
medicine is a privilege not a right. This state- 
ment is confirmed by the decision of the case of 
Dr. Dent vs. State of West Virginia, No. 12°. 
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U. S. Reports, page 114. Likewise Doctors who 
feel that the charter of their favorite hospital is 
an inviolable contract and safeguarded by the 
constitution may have a rude awakening should 
some of these schemes be enacted into law. It 
is just as much a right as your license to practice 
medicine and subject alike to the police power 
of the State. 

State police power is a far reaching arm of 
the law. It can be so construed as to cover any 
or all conditions affected the body politic. In 
order that you may learn what the police power 
of the State really means and that you may have 
a clear interpretation of its far reaching in- 
fluence and possibilities we call attention to the 
decision in the case of the Fertilizer Company 
vs. Hyde Park in the 97th U. S. Reports, 659 
(year 1878) and learn therefrom how long 
private ownership and contro] of hospitals and 
staffs would or could survive some of the pro- 
posed communistic legislation bringing about 
sovietization of medicine and allied agencies. 





THE MEDICAL SLACKER. 


The following excerpt from a talk given before 
the West Side Branch of the Chicago Medical 
Society by Dr. John S. Nagel, President-elect of 
the Chicago Medical Society, is so strikingly to 
the point that we deem it worthy of publication 
in the State JouRNAL: 


A slacker is an individual who fails to do his 
duty towards his country and his fellow man. 
A medical slacker is the Doctor who fails to do 
his duty in his relation to the medical profession 
and in things medical. 

The principal way in which a doctor lays him- 
self liable to the application is because of his 
non-attendance at medical society meetings. In 
Cook County, to make it easy for a Doctor to 
avoid being a slacker because of non-attendance 
at meetings, the Chicago Medical Society four- 
teen years ago divided the County into branch 
Societies where regular meetings are held. These 
branch meetings are very interesting and some 
splendid papers are read and many excellent 
clinical cases are demonstrated. At times the 
meetings are well attended but at no time is the 
attendance what it should be; only too often the 
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number in attendance is so small as to dishearten 
men who read papers or demonstrete clinical 
cases. In this great West Side branch, where 
many splendid papers have been read and manv 
interesting and instructive clinics held, there 
are dozens of doctors who never attended a meet- 
ing since the branch system was established 
fourteen years ago. Slackers every one of them! 

Throughout the last decade and a half I have 
been very active in helping perfect the organiza- 
tion of the Chicago Medical Society. During 
that period the membership of the Society has 
increased from five to over thirty-five hundred. 
Less than twenty-five men are responsible for 
this magnificent showing. These men have 
worked unselfishly and unceasingly to bring this 
about. Today this organization yields a power 


both scientific and civic unsurpassed by any 
medical organization in the world. This same 
small band of indefatigable workers has done 
the fighting necessary to prevent the enactment 
of the many vicious laws that have been offered 
for passage at every session of the State Legis- 
lature. From time to time all of you have been 


called upon to assist; only a small amount of 
cooperation was asked of you—perhaps only to 
write a letter to the representatives of your dis- 
trict voicing your opinions on the bill in ques- 
tion. Did you do it? No, very few of you 
responded. You let “George do it.” You 
couldn’t see a direct communication between the 
proposed legislation and your pocketbook and 
so you did your part in helping to shift the 
burden onto the shoulders of your fellow Doctors. 

Here is something for you to remember. One 
of these days a bill will be introduced into the 
Illinois Legislature that will have a direct com- 
munication with your bank account. Here is 
something else for you to remember. If you 
perform your duty in the future as you have 
done in the past the proposed bfll will become 
a law and then you will be the first to criticise 
the officers of your Society because it was put 
on the statute books in spite of them. 

I have in mind the possibilities of State Med- 
icine, Compulsory Health Insurance or some 
radical Health Center Bill. Should some of 
these nefarious schemes be enacted into iaw the 
“back to the farm movement will be solved.” 
You will be trading your microscope for a pitch 
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fork. I ask you if I am not right in my con- 
clusions? On page 257 of the September number 
of the ILt1no1s MepicaL JourNat is an illum- 
nating article along this line. 

Last but not least is the variety of medical 
slacker who fails to vote at all or who goes to 
the polls and votes for candidates for office irre- 
spective of what is the attitude of the candidate 
towards things medical. 

Dr. Foley, chairman of the Contract Practice 
Committee of our Society, has been writing a 
great deal on “Why the Profession Should Or- 
ganize.” When his ideas and recommendations 
are put into effect, then and then only will 
legislative candidates seek the views and desires 
of organized medicine. So long as we have the 
vote slacker the politician will continue to ignore 
our profession in civic affairs. My address this 
evening is not a harangue, it is a warning. 





“OH, FOR A DOCTOR! AN OLD-FASH- 
IONED DOCTOR! ONE WHO IS WILL- 
ING TO GET ACQUAINTED WITH 
MY FAMILY, LEARN THEIR 
WEAKNESSES AND IDIO- 
SYNCRACIES.” 


Says Dr. Wynn, in the Journal of the Indiana 
State Medical Association. In speaking of the 
dangers of specialism, he goes on to show the 
beauties of the human body, a house not made 
with hands and, therefore, a sacred temple that 
we should be slow to tear down—what we can- 
not build up; that we should view wanton mutila- 
tion of the body in the name of surgery as crim- 
inal. 


In this connection, is it pertinent to ask if the 
advent of asepsis and improved surgical technic 
have not led oftentimes to forgetfulness of these 
truths? The prevailing view of laymen is that we 
do forget. A brief historic review of surgical 
evolution during the past four decades will offer 
convincing evidence that the charge is true. Too 
often we have displayed the common human weak- 
ness of yielding to faddism; despising the old 
simply because it is old—forsaking the steady light 
of proved truth for the glare of a rocket shot into 
the professional sky. Thirty years ago what 
burdens of offense were charged to the ovaries! 
These organs were sacrificed and mutilated for 
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neuralgia, neurasthenia, hysteria, dysmenorrhea, 
epilepsy and insanity, and to what end? Woman 
was robbed of her greatest function; her body 
deprived of an internal secretion; and the case 
ultimately shifted from surgeon to neurologist! 
With larger reverence for the body parts, and the 
whole functioning organism, this unsexing-would 
not have occurred. 

Following close in sequence on this procedure 
has come the appalling multiplication of abdom- 
inal and other major operations—many of them 
imperative; most of them justifiable; a consider- 
able residue unwarranted, if not criminal! It is 
rather disheartening to those of thoughtful mind 
to observe the insidious hardening of the medical 
conscience; to note the haste and lightness of 
thought with which major surgical attack is ad- 
vised and undertaken. Very often not even time 
is taken for the painstaking study of a case from 
every angle. Instead, a short-cut method is pur- 
sued. “We will open the abdomen and see,” ex- 
presses the unscientific procedure followed. It 
becomes our bounden duty to inquire if perhaps 
there is not going on at the present time an 
orgy of surgical excess? Everywhere hospitals, 
everywhere surgeons—many excellent, some in- 
differently equipped, others bad! Already in the 
wake of this surgical excess are appearing un- 
fortunate sequelae, sure to increase with the near, 
oncoming years. No one appreciates more fully 
the truth of this statement, than the abler special- 
ists themselves. For the correction of this trend 
there must come to everyone essaying to do major 
surgical work, a new baptism of reverence for the 
sacred human body. Let him get out of the rut 
of materialism where he sees only the special 
part or thing and look on the man—the pulsating, 
reacting, thinking man with a human soul! 

The public for long insistent on specialism is 
now awakening to the fact that it is not an un- 
mixed blessing. Generally the layman acknowl- 
edges great benefits from its wise ministrations. 
On the other hand, occasionally he runs the gamut 
of specialties, isms and cults; drifting from un- 
certainty to uncertainty, with waning confidence 
and depleting purse. Finally, in dire extremity, 
he exclaims: “O, for a doctor! An old fashioned 
doctor! One who is willing to get acquainted with 
my family, learn their weaknesses and idiosyn- 
cracies; ready to serve them by day and by night; 
able to treat typhoid fever, pneumonia and 
measles; one to whom I can tell my secrets and 
be not afraid!” 


Finally he says that specialism is here to stay 
in spite of its disappointments and shortcomings. 
To correct its errors for its own greater glory, 
and the upbuilding of the profession, should be 
our heart’s fondest desire. 
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PRESIDENT-ELECT HARDING CON- 
DEMNS PATERNALISM AND 
BDREAUCRACY. 


TurovcH AMERICA’s CONTINUED ProGrEss WE 
Have Been SaveD FROM THE GROWTHS OF 
Too Mucn CeEntTrRALIsM, Too Mucnu Pa- 
TERNALISM, Too Mucn BurEAUCRACY AND 
Too Mucn INFRINGEMENT OF THE INDI- 
yipuaL’s Rient To Construct His Own LiFe 
Wirnty Our AMERICAN STANDARD OF REA- 
SON AND JUSTICE. 

WE DO NOT WANT, AND WE WILL NOT HAVE 

EITHER BUREAUCRACY OR PATERNALISM. 


At Marion, Ohio, October 1, in an address, he 
said, regarding the creation of a federal depart- 
ment of social welfare that in attempting such 
an undertaking we must avoid bureaucracy and 
that social justice and not paternalism must be 
the guiding principle. 

I recognize certain dangers which are always pre- 
sented when government undertakes large and detail 
tasks. I have said already today that we must avoid 
paternalism, and that we must avoid it because a 
paternalistic social welfare program would smother 
some of the liberties, some of the dignity and some 
of the freedom for self expression of our individuals. 

In creating Federal departments for the administra- 
tion of social justice and social welfare we must avoid 
the fearful results of bureaucracy. I am inclined to 
think that as between a bureaucracy of a military 
power which paid little attention to the regulating of 
domestic affairs, and a bureaucracy of social rules and 
regulations, the latter would oppress the soul of a 
country more. We do not want, and we will not 
have, either in America. 

Undoubtedly the great blessing of our Constitution, 
appearing, indeed, as if our Constitution had been writ- 
ten by the hand of Providence, are the checks which it 
places upon the development in a national center of a 
great bureaucratic paternalism. We are morfentarily 
irritated at times when we desire to enact measures, 
which appear to be dedicated wholly to the welfare of 
mankind, when we find that constitutional limitations 
prevent their legality. But we have been saved through 
these many years and will be saved throughout 
America’s continued progress from the growth of too 
much centralism, too much paternalism, too mueh 
bureaucracy and too much infringement of the indi- 
vidual’s right to construct his own life within our 
American standards of reason and justice. 

I would like to point out to all America that there 
is grave danger at hand when centralized expression 
begins to take from local communities all the burdens 
of social conscience. The best that humanity knows 
comes up from the individual man and woman 
through the sacred institutions of the family and the 
home, and, perhaps, finds its most effective application 
in the community where life is personal, and where 
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there is not an attempt to cut men and women to pat- 
tern and treat mankind as a wholesale commodity. 





NO CANCER IN THE ARCTIC REGIONS. 


In an article in the London Lancet, Dr. H. C. 
Ross quotes Vilhjalmer Stefanson, the Arctic 
explorer who conducted an expediiion into the far 
North region. He states that cancer does not 
exist among the Esquimaux. Furthermore Dr. 
Ross states that he has been told by Sir William 
MacGregor, Dr. W. T. Grenfell, Mr. Frank 
Benzley, and Rear-Admiral Peary that they had 
never seen a case of cancer aming the native 
tribes in the far North. 

It may be assumed that cancer is absent from the 
Arctic regions, and the assumption seems justifiable. 
The fact, Dr. Ross says, gives rise to some interest- 
ing reflections. In the first instance, the Esquimaux 


are perhaps the most carnivorous race of human 
beings in the world, and consume few vegetables; 


' therefore, the non-existence of cancer among them 


would appear to weaken one of the dietetic theories of 
the cause of this disease. There seems to be no racial 
or .physiological difference which would exempt the 
Esquimaux from cancer, and, in addition, the ob- 
servations of Panum, fifty years or so ago, that cancer 
was either extremely rare or did not exist in Iceland 
or Greenland, in the settlements peopled by Euro- 
peans, would imply that race does not enter into the 
question. Consequently, as Ross points out, the 
climatic explanation is the most plausible, and this 
tends to revive the parasitic theory of origin. The 
cold in the Arctic regions is too intense for saprophy- 
tic organisms to live, and diseases conveyed by aerial 
convection, such as “colds,” are unknown. Dr. Ross 
is of the opinion that cancer may come in a similar 
category, and that its cause is an organism which in- 
vades the body from without, which is air-borne in 
part of its life history. 





ENGLISH HOSPITALS ARE IN A HOPE- 
LESS FINANCIAL CONDITION. 


ScnenectapDy, N. Y., Nov. 29, 1920. 

To the Editor: I call your attention to the 
almost hopeless financial condition of the Eng- 
lish Hospitals. Those able to pay taxes and 
make contributions to hospitals evidently will not 
pay taxes for supporting the very wasteful com- 
pulsory health insurance scheme and at the same 
time contribute to the hospitals. The result is 
that the English Hospitals are in a financial 
condition which it would do every compulsory 
health insurance advocate good to study closely. 
Doctors may be able to live for a time without 
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earning money on the cost of their education and 
similar items, but hospitals have to replace their 
worn out plumbing and make repairs once in a 
while or they too will die. The English Hospital 
situation is surely worth studying carefully. 
See The Lancet, November 13, 1920. 
Very sincerely yours, 
E. MacD. Sranton. 





NO MAN LIVETH UNTO HIMSELF 


Wuat Wovutp Happen IF THE MEDICAL PROFESSION 
SHoutp Start a Boycott? 


Suppose the members of the American Medical As- 
sociation should hold a convention at which they 
adopted a resolution demanding an increase of 60 
per cent in fees, a six-hour day, a 30-hour week, extra 
fees for overtime, and bound themselves to refuse to 
perform any service whatever for the public until 
these demands were complied with. Imagine the 
plight of the sick and injured, and measure if you can 
the state of public sentiment toward the American 
Medical Association. 

Suppose the Retail Grocers’ Association should 
adopt a resolution binding its members not to sell -an 
ounce of food to members of the American Medical 
Association or to anyone connected with them while 


the unreasonable demands stood, basing their action 
on the ground amongst others, that the attitude of 
the doctors menaced the life, health and comfort of 
the nation in general and the prosperity of the grocery 
trade in particular. Imagine the plight of the doctors’ 
families, their wives and little children. 


No man liveth unto himself. No man, however 
rich or poverty stricken, but is dependent upon the 
service of his fellow men—Monroe (Wis.) Gazette. 





THE GAME CAN BE PLAYED BOTH WAYS 
Note WHat Happens WHEN THE PuysICcIANS STRIKE 


In 1919 the outpatient staff of the General Infirmary 


at Leeds, England, refused to treat miners on strike. : 


It seems that when two miners who went to the out- 
patient department, the medical officer on duty in- 
formed them that he was on strike too. Subsequently 
he offered to prescribe for them, but this offer they 
refused, on the grounds that they had been insulted. 
The miners, of course, have stated their grievances in 
the local press, and the correspondence has grown, 
partly in sympathy with the miners’ complaints, partly 
alleging that retaliation must be expected in view of 
the hardships the miners have brought upon the public. 
Meanwhile the aggrieved miners, having asked for an 
inquiry into the conduct of the medical staff, the secre- 
tary of the infirmary has intimated that the committee 
will concede the request. The incident in question is 
an exceptional one, and we may believe without prece- 
dent. But the miners have only themselves to blame 
for its occurrence. Their unlicensed attitude in regard 
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to their work having called forth general public indig- 
nation accompanied by hardships from which they 
themselves are free, it is natural that resentment 
against them should take an active form just to 
remind them that the game they play can also be played 
by others. A medical man with no coal in his house be- 
cause the miners have refused to work, can hardly be 
expected to regard with any degree of effusive com- 
placency, miners on strike who gratuitously seek his 
aid at a hospital. Medical men are not exclusively 
humane; they are also human like other people. 





IMPORTANT DECISION REGARDING THE 
WRITING AND FILLING OF NARCOTIC 
PRESCRIPTIONS 


AIDING AND ABETTING VIOLATION OF Harrison Act sy 
IssuING PRESCRIPTION 


A physician duly registered as such with the col- 
lector of internal revenue and who had paid the tax 
was charged with violation of the Harrison Narcotic 
Law by unlawfully and willfully aiding and abetting 
certain named druggists in making illegal sales of 
morphin and cocaine, by giving the persons to whom 
the sales were alleged to have been made prescriptions, 
which were by them presented to the druggist and 
filled by the druggists. The persons to whom the pre- 
scriptions were issued were at liberty to have them 
filled by any druggist selected by them. There was 
no preconcert between the physician and the druggists 
charged. It was charged that the defendant contem- 
plated that his prescriptions would be filled by drug- 
gists who knew that they were issued to gratify the 
appetite of addicts for the drugs, and not the allevia- 
tion ef suffering or the cure of disease. The illegality 
in the sale was charged to have consisted in the act 
that the sale was made neither to one who had or was 
entitled to have an order blank, nor was it made on 
the prescription of a physician within the meaning of 
exception (b) of Section 2 of the Harrison Act. That 
exception is as follows: “To the sale, dispensing or 
distribution of the aforesaid drugs by a dealer to a 
consumer under and in pursuance of a written pre- 
scription issued by a physician * * * registered 
under this act.” 

The Circuit Court of Appeals, Fifth Circuit, holds 
that notwithstanding this exception, a sale by a drug- 
gist who knows that the prescription was issued to 
gratify the holder’s appetite, and not to cure disease 
or alleviate suffering, violates the law, and the physi- 
cian issuing the prescription, knowing it is to be filled 
by a druggist having such knowledge, aids and abets 
the violation. Knowledge by a druggist that a pre- 
scription under the act was issued to gratify the 
holder’s appetite, and not to cure disease or alleviate 
suffering, is essential to guilt, and negligent failure 
to inquire will not take the place of knowledge. But 
it was held that an instruction erroneously authorizing 
a conviction, though the druggist had no actual know!- 
edge that a prescription was wrongfully issued, was 
not ground for reversal where*reasonable men could 
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have drawn but the one inference that the druggist 
had such actual knowledge—Doremus v. United 
States, 262 Fed., 849. 





HOW TO TELL THE AGE OF EGGS 

Speaking of age, it is not always necessary, in mak- 
ing a diagnosis, to know “hold old is Ann?” In fact, 
a person’s age is considered to be a matter so strictly 
personal that in the case of the fair sex, some elasticity 
in veracity is, by common consent, allowable. How- 
ever, the question of the age of eggs is one of impor- 
tance to physicians, his patients and the housewife. 
The psychic process by which the grocer, by means 
of signs, has been able to camouflage the exact age 
of an egg, will soon be a thing of the past, for we are 
told that eggs being placed in water will complacently 
reveal their true maturity. The exact age of an egg 
is indicated by the position it assumes in water. 

A new laid egg rests in the water horizontally. 
One from three to five days’ old assumes an angle of 
30 degrees; at the end of eight days, the angle becomes 
45 degrees; after three weeks an angle of 75 degrees 
is reached, and when a “new laid” egg is a month old 
the horizontal line has vanished from its calculation, 
and it jauntily assumes a vertical position. When an 
egg begins to show senility, although still masquerad- 
ing on the counter under the sign “fresh,” it will 
float, yet its contents would probably prove an insult 
to the olfactory organs. As these tests are easily ap- 
plied, it can be seen that hereafter we need not be de- 
ceived by signs, and that the age of an egg can be 
determined more readily than that of the fair sex.— 
Pharmacal Age. 





THE INDIVIDUALITY OF THE GENERAL 
PRACTITIONER MUST BE PRESERVED. HE 
MUST NOT BE SWALLOWED UP AND OVER- 
SHADOWED BY EACH AND EVERY SPE- 
CIALISM NOR LOST IN MASS FORMATION. 


Excerpts—By THE PRODIGAL 
PATERNALISM 


The tendency of the age is toward paternalism. 
Paternalism is doing for the man what he should do 
for himself. It is the continuation of childhood care 
to the adult. “Paternalism is the principle or practice 
of a government or governing body that undertakes 
to supply needs or regulate conduct of the governed 
in matters affecting them as individuals as well as in 
their relation to the state or governing body and to 
each other on the assumption that it can best deter- 
mine and secure their highest welfare.” 

The bug is in the medical profession. The propa- 
ganda is seen cropping out in the advocacy of the 
wholesale treatment of the sick. The germ is in 
corporation practice and so long as it was and is re- 
stricted it serves a purpose and has a place. 

The principle has a grain of truth in it; but when 
carried too far or continued too long in practice tends 
to destroy the purpose it serves. This was illustrated 
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in the Hun. As a paternalistic machine en masse, he 
was almost irresistable. But when left to himself, in- 
dividually, without somebody to tell him what to do, 
the machine failed and was junked. 

In other words paternalism destroyed the initiative 
of the individual units and when separated or the con- 
nection broken, failed to function effectively and was 
Yorked. This is a weak point in paternalism. 

Communal housekeeping is another illustration of 
fatherly care elongated—and ennuied. A readjustment 
is on the way in the practice of medicine; and surgery 
has set the pace. But the change must be made in 
such a way that the individuality of the general prac- 
titioner is preserved. He must remain the prominent 
factor in the profession. He must not be swallowed 
up and overshadowed by each and every specialism 
nor lost in mass formation. He must be where he can 
stand up and be counted. In this way his personality 
is preserved. He is put on his mettle. When left to 
himself he will not be helpless. He can be identified, 
he is stimulated to action because of a personal re- 
sponsibility. Failure and success are both stimuli 
to work, study, investigation and progress. 

It is well to have a general supervisional body, but 
each physician must work out his own salvation in his 
own way. He must be protected in his patients in so 
far as he is able and capable of building up a practice 
and holding it. He must not be interfered with by 


paternalism or specialism. 
The community hospital is one way of protection. 


It need not be elaborate, but it would be a better place 
for the sick and a cleaner one than the average home. 
The expense would be but little if any more. The 
care would be more satisfactory, each doctor could 
follow his case; be responsible for it and get credit or 
censure as he might deserve. He would not get lost 
in the shuffle of mass formation and specialism—or 
paternalism. It would stimulate him to study and to 
investigate for himself. “As iron sharpeneth iron so 
doth the countenance of a man’s friends.” The asso- 
ciation of the community physicians would broaden 
the vision of each one and the intimate acquaintance, 
each with the other, would enable them to do team 
work to the betterment of the community sick and to 
their own uplift. 

A recent graduate in medicine must not get chesty. 
He must disabuse his mind of the nebulous idea that 
a physician lives outside the normal human life; out- 
side the life of the laity. He should remember that 
he is one of them, only more accentuated. That he 
knows physical and mental ills and the source from 
which they come and some of their causes. He must 
not assume the air of “Now, God, I’m here”—of the 
psuedo-cult. Although a full fledged M.D. and en- 
titled to the name and honor, he must be patient and 
discreet. By so doing he will get along better than 
Alex Blank who came home a fresh M.D. When his 
old neighbors began to “Alex” him as usual, he said 
to them: “I want it to be distinctly understood that 
from now on I must be addressed as Dr. Blank.” And 
poor Alex is wondering why he failed in practice in 
that community and had to move on. The young 
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graduate cannot know from experience that, when old 
friends and associates who employ him continue to 
call him Lewie, Ed or John, it is a mark of the high- 
est esteem and of true and genuine friendship. The 
name is considered bigger than the title. 

Job work in medicine does not get the best results. 
This is illustrated in government work. The work 
is done neither as well nor as economically as in pri- 
vate practice or business. The weak link in the chain 
of job-practice is the lack of personal responsibility. 

The job work in an institutional or a corporation 
medical work shop, if cheaper than in a private one, 
is done at the expense of material. This waste and 
destruction of material makes it more costly to the 
party furnishing it. In a corporation where thousands 
of men are employed the institutional medical work 
shop appears to be the only way out. At any rate 
it continues and no other adjustment is in sight. A 

_ readjustment appears to be on the way requiring cor- 
poration physicians and surgeons to confine their 
practice to corporation work. This can be done in 
the large centers or where there are corporation hos- 
pitals. It would work a hardship to the sick or in- 
jured employed outside of the places mentioned. 

The cost to the corporation would be no more, 
for the employe foots the bill. But it seems that 
there is no good thing that is all good. A corporation 
has no soul, and a doctor, who is supposed to have 
one, will become corporationized. Like begets like. 
And the doctor confined to corporation routine prac- 
tices loses touch with the outside world and the human 
kinship and sympathy that spurs the private practi- 
tioner on and makes life more worth while to him. 
The corporation doctor with a fixed salary has a finan- 
cial advantage over the outside doctor who depends 
upon his private practice. And there is a tendency to 
slight the job work if the private or outside work 
pushes the corporation doctor. Our talk so far has 
gotten us in the fix the cooper was in who had his 
son get in the barrel to hold the head up while he put 
the top hoop on and headed the boy up in the barrel. 

However, it is with the hope of fanning the flame 
of progress and betterment into present methods of 
dealing with the corporation sick and by doing so help 
to remove the wall of partition between the private 
practitioner and corporation doctor and to equalize 
the advantages, thus removing all friction, and to see 
“how good and how pleasant a thing it is for brethren 
to dwell together in unity.” 

The meat packer’s profits are made from what he 
used to throw away. The medical profession is slow 
in learning the lessons the packer has learned and used 
to his enrichment. There is too big a minority of 
patients treated outside the regular profession. This 
is a waste or loss to the profession. It is carelessness 
or a lack of appreciation by the physician of the im- 
portance and value of this waste product to him. He 
not only sustains a loss, but he limits his field of use- 
fulness by a loss of clientele. If this is not true, why 
do so many patients go to the uneducated healers? 

An educated physician knows man as he is. He 
knows him physically, mentally and morally. He is 
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prepared to treat him as a trinity. He should do so. 
By so doing he protects himself and the profession 
and adds to his own well being. He protects the 
patient and does away with sham and hypocrisy. The 
physician is prepared to treat the patient suggestively 
—Christian Science—when suggestion alone is indi- 
cated. He is prepared to find the bumps, knots and 
spinous processes along the backbone. ~ To find the 
sore places or tender spots and rub them, knead them 
and yank the neck and stretch the spinal column and 
make it crepitate; pound him over the origin of the 
solar plexus two dollars’ worth, and the patient will 
feel better than if you give him a dose of salts. Give 
him a half to a dozen treatments and you will cure 
one-half of your old lame back neurotic patients. 

This talk may amuse you or disgust you, but if you 
will go with me some day to the chiropractic schoo! 
in this city where from forty to fifty patients are 
treated every day and see the goods results of such 
manipulation, you will think better of the by-product 
and begin to use it yourself. 

In osteopathy the. physician is the man prepared to 
do the work. And so on down the line of so-called 
specialties. The physician has the advantage in diag- 
nosis and would not massage, osteopathyze or chiro- 
pract a purulent appendix, an aneurysm or a necrosed 
spine. There is a world of work for the general prac- 
titioner if he will conserve it and do it aside from 
the recognized scientific specialties. It will also 
broaden the field of medicine for the general practi- 
tioner. He will be relieved from the fear that legiti- 
mate specialism will circumscribe his practice to the 
navel, 

When The Prodigal began the practice of medicine 
he prescribed one-tenth of a grain of calomel for a 
dose. The profession called him a Homeopath. Such 
sized doses were considered infinitesimal. They all 
prescribe them now. He met the Homeopath, the 
Eclectic or the midwife at the bedside, said what was 
said before the patient and family, trusting to the 
largest pole knocking the persimmon. He was never 
vanquished. There was nothing in those days in 
athies and ectics to vanquish. 

The chiropractor, osteopath and many other techni- 
cal special pseudonyms are getting the milk out of 
the cocoanut and the educated physician gets the shell. 
Whose fault is it? Get busy. Study human nature. 
Meet the wants of humankind. Treat them as you 
find them and not as you would have them to be. Gold 
is where you find it. If you have a patient, keep him. 
Meet his requirements. If he is visionary, imagina- 
tive, flighty, hysterical, off mentally, physically or 
morally, try and measure up to the occasion and don’t 
lose him from lack of ability on your part. 

Man is a faddist. A faddist is an eccentric. An 
eccentric is out of center—an irregular person, an 
oddity. Some persons are more so than others. But 
none are exempt. There are physiologic and psycho- 
logic faddists. In the running they are neck and 
neck. Both are probably harmless. They come out 
of the same hole they went in. 

Fletcherism is a harmless fad. The physical force 
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or energy required to pulverize the food into atoms 
equalizes in loss the benefit resulting in its digesti- 
bility. Hence, don’t overwork the masseters, unless 
the mind needs it. The chewing gum habit is an 
illustration of the psychologic help or therapeutic 
benefit. It is a question, then, in its use, of dollars 
versus sense.—Kansas Medical Journal. 





THE STATE DOES NOT OWE EVERY MAN A 
LIVING, BUT IT DOES OWEITS CITIZENS 
AN OPPORTUNITY TO MAKE A 
LIVING 


The sentiment of fraternity generally will endorse 
the condemnation of Compulsory Health Insurance, 
so eloquently made by Mrs. Alice B. Locke of the 
Woman’s Benefit Association of the Maccabees. We 
quote: 

“The underlying principle in a democracy is not 
that the State owes every man a living, but rather 
that the State owes its citizens an opportunity to 
make a living, and in no country in the world can 
any man or woman who is able and willing to do an 
honest day’s work for an honest day’s pay find such 
wonderful opportunities as these United States af- 
ford. An immense gulf separates our ‘laboring classes 
from the poverty-stricken, brow-beaten lower classes 
of Germany who so gratefully accepted the sop of 
social insurance thrown to them by the astute Bis- 
marck. State paternalism is not wanted, and I feel 
sure will not be tolerated in this country. 

“The proponents of the bill tell us of the great 
economic loss due to sickness, but they very carefully 
refrain from calling attention to the fact that the eco- 
nomic loss on account of strikes is about twice as 
great as the loss from sickness. So that it would 
seem that this ‘entire problem of reimbursing the 
people and the state for the economic loss from sick- 
ness is a simple matter of employer and employee 
getting together to eliminate all strikes, thereby not 
only enabling the worker to meet his doctor’s bills 
but leaving him a tidy sum to set aside for the future. 

“Compulsory Health Insurance is not welfare legis- 
lation. It is purely socialistic. It is class legislation 
of the most vicious type. It would compel the thrifty, 
moral, independent citizen to accept a thinly dis- 
guished form of poor relief, which he neither needs 
nor desires; it would compel him, against his will, to 
contribute to the payment of doctors’ bills for a host 
of habitually immoral-living people who are financially 
able to provide for themselves, but many of whom 
prefer a system of charity to honest work and thrifty 
planning for the rainy day.”"—The Guide, Nov., 1920. 





WHAT IS THE FATAL DOSE OF 
EPINEPHRIN? 


Vischer (Munchener medizinische Wochenschrift, 
July 23, 1920) reports a case in which by mistake of 
a nurse, in place of the usual 1 per cent, procainepine- 
phrin solution, 10 c. c. of 1:1,000 solution of epine- 
phrin were injected into the skin and muscle of the 
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leg of a man of 35 in connection with an operation 
for bone fistula from a gunshot wound. The aim was 
to block the peroneal nerve at the head of the fibula 
and the tibial nerve above the ankle. Anguish fol- 
lowed the injection with severe pain in the neck and 
the back of the head, and palpitation of the heart. 
The pupils dilated and contracted, and in about six 
minutes death ensued, with manifestations of heart 
failure. During this six-minute interval the pulse 
was not perceptible to the finger. Autopsy several 
days later revealed status thymolymphaticus but no 
valvular lesions. There was no evidence that the 
epinephrin had been injected directly into the blood 
stream. The author was personally convinced that 
it was a case of epinephrin poisoning, but in view of 
the pathologic condition of the thymus he felt com- 
pelled in his decision to take an indefinite attitude. 
The dilatation of the pupils, together with the pain in 
the head and the imperceptible pulse pointed to epine- 
phrin poisoning, a general spasm of the vessels with 
consequent anemia of the brain. He, therefore, 
recommends caution as to the size of the single dose, 
but adds that, owing to the transient effect of epine- 
phrin, the total daily dose need not be so carefully 
controlled. 





COFFEE DRINKING INCREASES 


According to figures compiled by the Bureau of 
Foreign and Domestic Commerce of the Department 
of Commerce more coffee was consumed in the United 
States during the year ended June 30 than in any 
previous year on record. The total coffee consump- 
tion in continental United States for that period was 
1,358,000,000 pounds and the per capita consumption 
12.7 pounds. This is a total increase of 399,000,000 
and a per capita increase of 3.71 pounds over the pre- 
ceding twelve months. It is estimated, on a basis of 
forty cups to the pounds, that this increase is equiva- 
lent to sixteen billions of cups of coffee. 





WHY STUDY MEDICINE? 
“Tue Turee SNAKES” 


When you were in school did you ever try to solve 
the problem of the three snakes, who had arranged 
themselves in a circle? Each snake had the tail of a 
snake in his mouth, and in turn had his own tail in 
the mouth of the snake just back of him. One, two, 
three, each snake swallowed a snake. Now, how many 
snakes are there? 

Those of you who have not read Dr. Warren John- 
son’s article in the December, 1919, number of the 
Ittrnors MepicaL JourNaAL, would do well to spend 
about fifteen minutes on this brief outline of the eco- 
nomic proposition that confronts us. You have all 
had experience with insurance companies cutting your 
bills. You send them an itemized bill for $25.00. You 
will receive a letter from them about as follows: 
“Your bill for professional services rendered to Case 
No. 3561, received. The fee for industrial surgery is 
$2.00 for first aid, $1.00 for each subsequent dressing. 
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Enclosed please find check for $12.00.” What do you 
do? Keep the check or send it back? You might 
say I make my bill high in order to come down. If 
so, enlarge your shingle to include the words, “Cut 
Rates.” These are facts, and an actual quotation from 
a letter, and who is at the bottom of it?—A Doctor. 

We are now informed that our benevolent social 
reformers have opened a free venereal clinic, and that 
all, regardless of race, color, or previous condition 
of servitude, may receive free treatment or at cut 
rates. We are told that “Eleven specially trained 
physicians are on the staff,” and that if he attends 
to his job he will receive $60.00 a month, “and for this 
reason are rarely absent from the clinics.” Who is at 
the bottom of this?—A Doctor. 

On October 7, 1919, the Chicago Tribune printed a 
list of the relative salaries of city employees. The 
Medical Service was placed first on the list, and com- 
mon labor last. On first glance you would think 
that medical service received the highest pay, but 
reading the figures you will see that medical service 
should have been placed next to common labor. The 
doctor receiving $1,427.00 per year, and common labor 
$1,265.00, a difference of $162.00 per year. Who is at 
the bottom of this?—A Doctor. 

You all remember the time when we were supposed 
to examine school children “free.” You also remember 
how quickly this stopped when some of the doctors 
had the “guts” to charge for this examination. Who 
was at the bottom of thisP—A Doctor. We will not 
mention the Harrison Narcotic act, or the proposed 
Health Insurance measures. Let a political doctor get 
‘ a lifelong job at Springfield at $12,000 a year and 
the general practitioner will last about as long as the 
proverbial snowball. 

What does this all mean? We can not blame the 
politician for making a political football of us. We 
can not blame the insurance companies or corpora- 
tions for buying us at their own figures. We can not 
blame the dear public for accepting free service. We 
can not blame the people for leaving their automobile 
around the corner and taking their children to a free 
clinic. Do you blame the public for believing that 
the extremely rich and the extremely poor receive the 
best medical treatment? What do you expect the 
public to do when they see in the street cars, in the 
public toilets, in the press, in the movies, in public 
lectures and schools, in the factories, free medical 
and surgical service, freer than salvation and in many 
instances much more compulsory. We have not been 
foreclosed, but we have simply sold out, and just like 
us, to the lowest bidder. The public still has faith 
in us. The politicians, reformers, uplifters and cor- 
porations have taken off our trousers and discovered 
how our knees are shaking. The trouble is with us. 
We know the etiology and diagnosis but have not the 
stamina to apply the treatment. There is no use put- 
ting a lightning-rod on the house, hoping that will 
clean up our kitchen. When a patient comes into your 
office do not be afraid to talk money and if they do 
not start the subject, you start it. The more money 
you collect the more independent you will be of a 
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salary. Money and medicine are not incompatible 
They mix very well, and taken in large doses you will 
be surprised how much better you feel, not to men- 
tion the patient—North Shore Bulletin, Chicago Med- 
ical Society. 

Note: Contrast the above with the wages paid the 
driver of a pie cart. Under the present scale they 
make $90.00 a week wage, working only eight hours, 
no holiday or Sunday work, and half days Saturday 
Contrast the hours of work of the latter with th: 
twenty-four hours a day required of physicians—no 
libraries to maintain, no fourteen years of extra stud) 
nor the expenditure of fifteen or twenty thousand oi 
already earned money to pay for a medical education, 
together with a loss of money that could be earned 
the fourteen years mentioned in the capacity of a 
driver of a pie wagon, plumber, or some other equally 
remunerative occupation. 





NEW AND CRITICAL DATA CONCERNING 
THE RELATION OF THE SEXUAL AND 
THE PSYCHIC INSTINCTS 


Bab believes that for sexual desire it is necessary 
to have the co-operation not only of the interstitial cells 
of the sex glands but also the prostate, pituitary, pineal 
glands and the sympathetic centers of the midbrain. 
The relationship between psychoses and psychopathies 
and the sexual function is explained by the supposi- 
tion that a change in the nature of the hormones com- 
ing from the sex glands acts upon a degenerate: 
central area in a condition of reduced function —Bal 
(Jahreskurs f. artsliche Fortbildung, Jan., 1920). 





AMENORRHEA AND VIRILISM AT 34 FROM 
EMOTIONAL STRAIN 


In the Berliner Klinische Wochenschrift, October 
7, 1918, Alexander reports the case of an early meno- 
pause due to emotional strain. The woman was 34 
years old. She had had no news from her husband, 
who was at the front, for 12 months. She had a great 
deal of anxiety and care from a financial standpoint 
The menses gradually lessened and finally ceased en- 
tirely, Menstruation began at 15, was always regular, 
never excessive. Since this menopause she lost weight, 
the breasts atrophied, skin became dry, coarse and 
wrinkled, the voice was deep and a heavy growth of 
hair appeared on the face which became decided!) 
masculine. Then the hair began falling out and the 
skin became wrinkled and old, a true case of gero 
dermia. She walked with a heavy tread, her appear- 
ance and tastes were entirely masculine. The heart 
and lungs were normal, there was slight ptosis of thc 
stomach and kidneys and pronounced dermograp)h) 
The uterus was about the size of a small plum, the 
ovaries were normal, but rather large and hard but 
the surfaces were smooth. Sexual desire had never 
been well developed. In this case of aplastic hypo- 
genitalism, care, worry and fear led to cessation of 
the supply of feminine stimulating hormones with con- 
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sequent excess of masculine hormones from the 
suprarenal cortex or pituitary. 





MEDICAL LEGISLATIVE HEAD- 
QUARTERS ESTABLISHED 
IN SPRINGFIELD 


The Council of the Illinois State Medical So- 
ciety at its December meeting elected Dr. John 
R. Neal, Ferguson Bldg., Springfield, Illinois, 
as the representative of the State Society to look 
after legislative matters during the present ses- 
sion of the legislature. 

All matters pertaining to medical legislation 
should be referred to Dr. Neal whose committee 
will see that each item is properly looked after 
and referred to the proper parties for attention. 
We hope that the medical profession of the State 
will co-operate to the fullest extent with Dr. Neal 
and the other members of the legislative com- 
mittee. 





“DOC” KNOW THYSELF 
G. Frank Lypston, M. D. 
CHICAGO 


Speaking in a general way, the doctor does not 
know just what relative position he occupies in 
the social scheme. He has a subconscious impres- 
sion that his place is an anomalous one—and 
that’s as far as he goes. It remained for a police- 
man to show the profession just where it stands. 
We have a new Chief of Police in Chicago. He 


is a man of advanced ideas. He believes that the 
policeman can and will catch thieves—if he is 
paid enough. The noblesse oblige, esprit de 
corps and “duty” stuff doesn’t go with the Chief. 
And so, he wants $2,500,000 more pay for the 
police. 

Incidentally, he has broadened the scope of his 
attempts to get more efficient social service. Note 
the following from the “world’s greatest news- 
paper”’—the Tribune: 

“Though unmentioned in the chief’s state- 
ment, polieewomen, operators, matrons, engi- 
neers, janitors, surgeons, and dog catchers will 
be included in the chief’s recommendations.” 

“Hevings!” The millenium hath “arriv!” The 
surgeon at last is “placed”—a little lower than 
the janitor, but, Allah be praised! a step higher 
than the dog catcher. We will pass over the 
Chief’s ignorance of the fact that the doctor, un- 
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like the policeman, tries to do just as good work 
for nothing as he does for lucre, and thank the 
astute police head for seeing us as we never have 
been able to see ourselves. 

Let every physician clip the foregoing and 
paste it in his hat. 

Medical Journals all over the globe please copy. 


POOR OLD “Doc” 


And when like dog, he’s had his day 
And his poor soul hath passed away, 
Some grateful guy in tearful mood, 
May tell the world, how very good 
The dear departed doctor was, 

And thus win—for himself—applause. 





NORTH CAROLINA DOCTORS OPPOSE 
TREATMENT OF DISEASE BY THE 
STATE BOARD OF HEALTH 


On November 4, 1920, The Guilford County 
Medical Society passed the following resolutions, 
a copy to be sent to the Secretary of each County 
Medical Society and to the Secretary of the State 
Board of Health: 


1. We heartily endorse the Educational Campaign 
which has been instituted by the North Carolina 
Board of Health and which has been successfully con- 
ducted by them for a number of years. We believe 
that this Campaign of Education as instituted by the 
State Board of Health has done much to stamp out 
infectious diseases and has prevented the spread of 
communicable diseases. The education of the people 
along health lines has saved a great number of 
lives. 

2. We do not believe that the State Board of 
Health should institute a treatment campaign for 
any disease or condition. The physicians of North 
Carolina, who are licensed to practice by the con- 
stituted Board of Examiners, are fully qualified and 
in number sufficient to take care of the indigent 
sick and none will suffer for want of medical 
attendance. : 

3. The Campaign instituted by the State Board of 
Health for the removal of tonsils and adenoids has 
been unnecessary, expensive and reflects upon the will- 
ingness of the physicians of the State to take care of 
these cases. In the main, the cases that have been op- 
erated on have been at places unsuited for operations 
on the throat or any other surgical procedure. Oper- 
ations conducted in school houses or places that have 
not been especially constructed for this and in the 
presence of a great number where the patient could 
not have the best advantages, are conducive to bad 
results, and owing to the congestion incident to these 
clinics, in many instances, are dangerous to life. In 





86 ILLINOIS MEDICAL JOURNAL 


Guilford County the men doing special work along this 
line have always been anxious and willing to give to 
any poor person, who may need their service, every 
consideration and their best efforts free of all charges, 
but these men are not willing to operate on cases that 
are able to pay without compensation and indeed we 
believe that the local men are more familiar with the 
financial conditions existing in this community than 
the State Board of Health. 

4. We believe that every operative case should be 
studied and a complete examination made and a care- 
ful history taken, then treated when the operator is 
not forced to tax himself or his assistants, avoiding 
excitement, rush and a wholesale way of doing things. 

5. The treatment of diseases as instituted by the 
State Board of Health is looking toward socialistic 
medicine animated by a socialistic spirit and is a step 
toward State paternalism, to which we emphatically 
object. 

6. A Committee is appointed to confer with the 
State Board of Health and with the Legislative Com- 
mittee of the North Carolina State Medical Society in 
anticipation of the proposed medical section of the 
Workmen’s Compensation Act. 





THE LATE EVIL EFFECTS OF ANESTHETICS 


The evil after effects of anesthetics may develop 
during their administration in the shape of some 
acute complication, a number of hours afterwards, 
as in so-called post-anesthetic acidosis, and perhaps 
not for many days afterwards in the sense that the 
use of the anesthetic produces a disturbance in nerv- 
ous balance and control. Much has been written in 
regard to the effects of these drugs upon the nervous 
system along the line of their ability to increase shock 
psychically and physically, but too little attention has 
been paid to their ultimate effects. 

It not infrequently occurs in the experience of the 
general practitioner that he refers a patient for a 
surgical operation, that the operation is survived, that 
the surgical task is well performed, that perfect heal- 
ing occurs and the patient is returned to him as an 
operative recovery; but he learns by observation, or 
by the patient’s statements, or the statement of her 
friends or relatives, that she is irritable, difficult, 
and often prone to tears for inadequate cause. In 
other words, the anesthetic has passed away in its 
effects so far as its immediate influence is concerned, 
but has left a stigma upon the nervous system which 
in many cases lasts for days or even months, and 
this is not surprising when one remembers that these 
drugs are given to persons already disturbed psychic- 
ally and nervously by their illness, that they transfer 
the patient from consciousness into unconsciousness 
with great rapidity, and that the return to conscious- 
ness, if the drugs have been properly administered, 
is also very rapid. So far as we know, the develop- 
ment of surgical anesthesia with its associated uncon- 
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sciousness is perhaps more closely akin to what actu- 
ally takes place at the approach of death than any 
other experience to which a living being approaches 
before the actual end comes, and so it is not sur- 
prising that late effects occur, which for a time at 
least may make the patient even more miserable than 
the condition for which the anesthetic was given. 

Interesting investigations within very recent times 
upon this psychical effect of anesthetics have been 
made upon animals, and we think it would be inter- 
esting if some of the laboratories devoted to the 
influence of the effects of drugs upon psychical proc- 
esses would study this matter more thoroughly in 
human beings. Mora has studied the effects on ‘the 
psychical processes of albino rats, using what is 
known as the circular maze invented by Watson. By 
the use of this maze one can study the rate at which 
albino rats exercise their mentality and memory. 
Placed in the maze they rapidly learn to find the: 
way through it by the shortest route and in the 
quickest time. In additional investigations made by 
both Mora and Nacht they administered the three 
commonly employed anesthetics, ether, chloroform, 
and nitrous oxide with oxygen, to rats after they had 
become skilled in going through the maze, and studie: 
them with special reference to how soon they re- 
gained their normal intelligence after the anesthesia 
was over. It was found after chloroform the rats 
were depressed for a very long time in the sense 
that their memory was impaired and that their agility 
was diminished. Ether, however, did not produce 
much depression unless given over a long period, but 
even when so used the animals recovered more quickly 
than after chloroform. As would be expected, the 
use of nitrous oxide and oxygen anesthesia was the 
least depressing of the three in its late psychical! 
effects. 

While we are not inclined to attach too much im- 
portance to the experiments upon albino rats as 
applied to human beings, nevertheless this line of 
investigation opens up a wide field for interesting 
study and confirms the views of those who accurately 
study their cases after anesthetics have been given.— 
Therapeutic Gazette. 





FATALITIES FOLLOWING SALVARSAN 
oun 

Blanton classifies reactions of the salvarsan injec- 
tion as: 

Anaphylactoid reactions, appearing during the ad- 
ministration of the drug, lasting fifteen to thirty 
minutes, and characterized by sensation of burning 
in the mouth, flushing of the face, injection of the 
mucous membranes, facial edema, nausea, vomiting, 
and a sense of suffocation. Occasionally the pulse 
becomes weak, the patient pale, and finally uncon- 
sciousness intervenes. Very rarely the patient dies. 
The anaphylactic nature of this reaction has been 
investigated by Swift in guinea-pig experiments. He 
believes that by salvarsan injections the patient’s own 
serum may be sensitized—so changed that it acts like 
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. foreign protein and is chiefly responsible for the 
reaction. 

Deferred reactions, appearing several hours after 
the administration of the drug, lasting twelve to 
twenty-four hours and characterized by chills, head- 
aches, vertigo, nausea, vomiting, diarrhea, fever, gen- 
eralized pains, and occasionally skin eruptions. 

Late reactions, appearing after twenty-four hours, 
and often not until the second or third day. Probably 
the majority of the fatal cases fall into this group. 
Beginning mildly with vomiting, diarrhea, and fever, 
these cases rapidly manifest headache, muscle twitch- 
mg, dilated pupils, absent reflexes, and after a brief 
illness die in coma. 

Other untoward effects, though less alarming, are 
encountered in: (a) Herxheimer’s reaction, in which 
there is an intensifying of the luetic rash, said to be 
due to the sudden liberation of endotoxin, or to 
insufficient dosage; (b) the so-called neurorecur- 
rences, in which neuritis develops in the cranial nerves, 
but especially in the optic and auditory nerves, an 
effect probably produced by the stirring up of a pre- 
existent process in these locations; (c) morbilliform 
skin eruptions; (d) jaundice; (¢) albuminuria. 

As Schamberg and his coworkers have shown, un- 
favorable reactions from arsphenamine are probably 
the result of impurities in the drug-identified by- 
products of synthesis, which for want of precise defi- 
nition are spoken of as substance X. In their opinion 
the presence of this substance in certain batches of 
arsphenamine is undoubtedly the cause of the toxic 
phenomena encountered. 

The four cases reported fall into the third group 
of reactions. All followed an intensive course of 
salvarsan treatment consisting of four to six intra- 
venous doses. There was an average interval of four 
days between injections. Four to six-tenths grams 
of salvarsan were given at a time. Two days in three 
cases and three days in the other case intervened 
between the time of the last salvarsan treatment and 
the onset of the illness. The time elapsing between 
the admission to the hospital and death was two days 
in three cases and one day in the other. A striking 
similarity in symptoms as well as in post-mortem 
findings existed in all four cases. After a symptom- 
less latent period of about two days the development 
of sudden and profound coma was characteristic and 
dominated the clinical picture so that it was difficult 
to elicit any focalizing signs at all. There was no 
cranial nerve palsies. The pupils were dilated in two 
cases, in two unaffected. During the last twenty- 
four hours of life the reflexes disappeared in all four 
cases. Half of the cases had convulsions. Cheyne- 
Stokes breathing was present in all cases, and death 
was apparently due to failure of the respiratory 
center, 

Pathologic study of the brains of these four cases 
showed similar lesions. These consisted in minute 
hemorrhages, scattered through and confined to the 
basal nuclei and that part of the cerebrum bounding 
the lateral ventricles. These were associated with a 
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softening confined to this locality and seen easily on 
gross examination. Cerebral congestion and edema 
were marked. Increase of cerebrospinal fluid was not 
a conspicuous finding. In only one case was there 
a slight fatty degeneration of the liver. 

These fatalities all occurred in healthy young men 
Four cases occurring at one time could hardly be 
explained as an idiosyncrasy. The technique of ad- 
ministration can be exonerated in view of the fact 
that hundreds of other injections were given by the 
same method without reaction. The cause of these 
mishaps is undoubtedly to be found in the toxic by- 
products of salvarsan synthesis, the exact nature of 
which is unknown.—American Journal of Syphilis, 
October, 1919. 





MATERNITY BILL PASSES UNITED STATES 
SENATE 

Senate Passes Maternity Bill—The bill “for the 
public protection of maternity and infancy,” through 
co-operation between the Federal and State Govern- 
ments, was passed by the Senate on December 18. The 
bill carries an annual appropriation of $1,480,000. Of 
this, $480,000 is to be apportioned equally to the States. 
and the remaining $1,000,000 will be apportioned in 
the proportion which the population of each State 
bears to the population of the United States. In order 
to obtain its share of the money appropriation a State 
may create or designate an agency which shall have 
power to co-operate with the National Children’s Bu- 
reau in the administration of the act. The Children’s 
Bureau has the authority to recommend the appoint- 
ment of Advisory Committees, State and local. Pro- 
vision is made for extension courses in the hygiene of 
infancy and maternity in connection with State uni- 
versities. Not more than 25 per cent of the amount 
granted to a State may be used for this purpose. 
It is further provided that no payment out of the 
appropriation of $1,000,000 shall be made to any State 
until the Legislature of that State has provided an 
equal amount from the State Treasury. The bill 
which now goes to the House contains much of the 
material offered by the League of Women voters as a 
suggested plank in the platform of both political 
parties last summer. An effort has been made to get 
the measure through the short session of Congress 
so that the matter can go to State legislatures, meet- 
ing this winter. The measure requires co-operation 
on the part of the several States through legislation. 
The Massachusetts Civic Alliance has issued a strong 
protest against this bill, calling attention to the fact 
that, as there are 2% million births annually in the 
United States, the cost to tax-payers will be enormous. 
Whatever may be brought under government owner- 
ship and control, it says, the American home should 
never become socialized. 


THE FOLLOWING IS THE PROTEST 
Maternity Leciscation A Business SCHEME 


Corporation legislation is often just, sometimes un- 
just. The Cambridge Subway Deal at last November's 
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Special Session cost Massachusetts tax-payers $8,000,- 
000 for 50 years. But the Maternity Innovation, at 
next November’s Special Session, may cost Massa- 
chusetts taxpayers from $100,000,000 to $200,000,000 
in the next 50 years. Do you want this in your State? 
How do your representatives stand in the approaching 
session? 

The Massachusetts Civic Alliance, a non-partisan or- 
ganization, solely for the public good, views with mis- 
givings the various socialistic movements. It feels 
that whatever may be brought under Government own- 
ership and control, the American home should never 
become socialized. Bills for Federal and State Ma- 
ternity aid in childbearing have been recommended by 
various societies and public officials. But the move- 
ment has been worked up through the expenditure of 
thousands of dollars. 

U. S. Senate Bill 3259 provides for Federal aid to 
the States in providing public money from the Na- 
tional treasury and a method of co-operation between 
the United States and the States in supplying medical, 
hospital, nursing and obstetrical care at childbearing. 
As there are 2%4 million births annually in the United 
States the ultimate cost to tax-payers will be .enor- 
mous, possibly $100,000,000 every year. 

In Massachusetts, on June 3d, the vote was 140 
against, to only 20 for the Maternity bills. 

The enclosed circulars tend to expose some of the 
faults of the scheme. But there is another grave 
objection. It would be a fraud upon tax-payers to 
make them pull the chestnuts out of the fire for life 
and health insurance. If they take risks and spend 
money employing nurses to attend at the sick bed- 
sides of their policy holders, they do this as a busi- 
ness proposition. Let them pay their own business 
bills. 

Therefore, it may as well be asked plainly if Ma- 
ternity measures ought to be enacted while heavily 
financed from secret sources and which would be of 
great financial advantage to those who insure many of 
the mothers and children of the nation, and when 
infant mortality in eight years has declined from 131 
to 101 per 1,000 births? State control is likely to 
increase mortality. 

Your society is urged to bring-appropriate influence 
upon your Senator, Congressmen and State Legisla- 
ture. 

MASSACHUSETTS Civic ALLIANCE, 
Eben W. Burnstead, Secretary. 


THE FOLLOWING PROTEST FROM THE 
DAILY NEWS: 


During the last session of our legislature there were 
pending bills to make expectant mothers a charge upon 
the Commonwealth, at their wish, both before and 
after confinement. The News repeatedly opposed the 
measure. The opposition was led by the Massachusetts 
Civic Alliance. Early in June the measure was de- 
feated by a vote of 140 to 20. There was passed a 
resolve authorizing the appointment of a commission 
to study the matter and report at the special session, 
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which is to be held after the election. There is not 
a little reason to fear that, with a favorable report 
from the commission, the legislature will launch the 
Commonwealth upon this vastly expensive scheme. 
Last spring there was no appearance of money back 
of the maternity legislation proposed during the last 
two sessions, though defeated in both. But now, since 
the legislature was prorogued, there has come to the 
surface a skillfully managed movement to secure ma- 
ternity legislation throughout the nation. Money has 
been provided to push the propaganda in the State aad 
in the Nation. This movement has already spent thou- 
sands of dollars to secure nation-wide maternity ben- 
efits. Money was provided some years ago to secure 
the passage of a State Health Insurance measure which 
included maternity benefits. That was defeated. One 
of the factors leading to adverse action in Massachu- 
setts was the refusal of the advocates of the measure, 
when questioned by the commission, to disclose the 
source of the $30,000 they claimed their association 
had. 

The advocates of the maternity benefits say that they 
do “not mind, in the least, spending any reasonable 
amount.” Industrial insurance, which now provides 
nursing and care for its insured, would be glad to 
have the Governments of the State and Nation lift 
this burden from their shoulders. It is not strange 
they are among its advocates. It would be a fraud 
upon taxpayers to make them meet these expenses for 
life and health insurance. If these companies take 
risks and spend money employing nurses to attend 
their policyholders they do it as a business proposition. 
Let them pay their own business bills. 

It may well be asked plainly if maternity measures 
ought to be enacted while heavily financed from secret 
sources, which would be of great financial advantage 
to those who insure many of the mothers and children 
of the nation, and this when infant mortality has in 
eight years declined from 131 to 101 per 1,000 births. 
Is the State ready to enter upon the policy of financing 
maternity, by providing medical, hospital, nursing and 
obstetrical care to expectant mothers who desire it, 
perhaps whether they desire it or not? On this matter 
the Commonwealth is confronted with a very serious 
proposition. 


THE FOLLOWING PROTEST FROM THE 
FITCHBURG DAILY SENTINEL: 


MATERNITY BILL STRONGLY OPPOSED 


(From Our State House Correspondent) 
Proposed maternity benefit legislation is formally 
opposed by the Fitchburg Medical society, the Worces- 
ter North District Medical society, the Franklin Dis- 
trict Medical society and the Bristol South District 
Medical society. The Massachusetts Civic Alliance has 
taken up the matter and is also opposing legislation. 


FRIENDS OF MOVEMENT ON COMMISSION 


It must be supposed that the special commission will 
report in favor of some sort of scheme, either the 
Spencer plan, so-called, which provides in substance 
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for maternity benefits for needy persons, though the 
bill is not nominally a charitable measure, or the so- 
called Loring Young plan which makes the benefits 
a health measure for the benefit of rich and poor with- 
out distinction, or a modified plan. As friends of the 
movement have a place on the commission, it is evi- 
dent that they have the opposition at a great disad- 
vantage. Therefore, if the people of Fitchburg, 
Northern Worcester and elsewhere expect to exert 
their due proportion of influence, it behooves them to 
keep watch of events and to be prepared in due season. 


QUESTIONS WOMEN’S LEAGUE 


The League of Women Voters, which is practically 
the former woman suffrage organization with change 
of name, but much the same personnel, is supporting 
maternity legislation. To them has been sent a letter 
by the secretary of the Civic Alliance asking if Amer- 
ican mothers should not be praised for the very low 
rate of infant mortality in view of the fact that many 
of them are from countries where the infant mortality 
rate is high. 

It is asked if any other country (so largely cosmo- 
politan) has such a low rate as the United States. 

It is pointed out that the rate in Massachusetts has 
dropped from 131 ten years ago to 82 for the first 
six months of 1920, per a given number of births, 
which is held to be remarkable progress under present 
laws. 

NEW ZEALAND 

Regarding the low rate of New Zealand, it is sug- 
gested whether it is not due, not to state control, but 
to fine climate, homogeneity of the people, isolation, 
low general death rate and their method of caring for 
mothers by private means. 

It is said that the special commission in this state 
has found that in almost every case of maternal mor- 
tality a physician was not present, though most of the 
persons in question were well to do. Over 99 per cent 
of births in Massachusetts are said to be all right and 
the question is whether the system now so successful 
should be changed because less than one per cent of 
the mothers are fatalistic, shiftless or improvident. A 
strong protest is made against the proposed legislation. 


DOCTORS’ PROTEST 


The Civic Alliance has prepared for circulation the 
following extracts from a statement of the case which 
was made to the legislature at the last session by Dr. 
A. H. Quessy of Fitchburg and of the Worcester 
North District Medical society: 

“Bills for maternity benefits come from an errone- 
ous idea in the minds of some people, based upon 
questionable statistics, that the health of the American 
nation has gone far below the universal standard, and 
that prenatal and postnatal care is the panacea for all 
our evils. We are tired of social reforms which are 
constantly being foisted upon us to cure us of what 
ails us when nothing at all out of the ordinary is the 
matter. If the proponents are really in earnest in 
their endeavors to better the human race, the expectant 
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mother and offspring, we would suggest that they de- 
vote the same amount of energy in advocating more 
religion, better morals, better habits, better protection 
by right dressing, better living and working condi- 
tions, less dancing, less theaters, more fresh air, less 
burning of the midnight oil, and many other things too 
numerous to mention. The results obtained would 
throw into insignificance the prenatal and postnatal 
proposition.” * * * * * * 


HOME RULE VS. CENTRALIZATION 


It will be seen that this proposition raises in a direct 
form the issue of local self-government versus cen- 
tralized government. Shall the local doctors continue 
their present relations or shall there be more cen- 
tralized power in the state department of health? 
There is much power in the local argument. It was 
the sentiment appealed to in the conflict last session 
over the physical training bills for public schools and 
it was the argument which turned the scale. 

There is a feeling on the part of opponents of ma- 
ternity benefits that the state department of health 
will invade the local field too much if the bill passes, 
which it is expected will be reported. 

In view of the short time for the special session of 
the legislature, since it is not to be called till Dec. 7, 
and the nearness of the regular session, it seems quite 
probable that the entire subject will be referred to 
the regular session, especially for the sake of estab- 
lishing the principle that the bars shall not be let down 
at the special session for any business whatever but 
the revision of the statutes. Thus the workers of the 
Fitchburg and the North Worcester district societies 
will have further opportunity to organize the opposi- 
tion which they are expected to lead against all ma- 
ternity benefit legislation. 


DOCTORS’ PROTEST 


MATERNITY BENEFITS NOT A PANACEA 


Bills for maternity benefits come from an erroneous 
idea in the minds of some people, based upon question- 
able statistics, that the health of the American nation 
has gone far below the universal standard, and that 
prenatal and postnatal care is the sole panacea for all 
our evils. 

We are tired of social reforms which are constantly 
being foisted upon us to cure us of what ails us when 
nothing at all out of the ordinary is the matter. 

If the proponents are really in earnest in their en- 
deavors to better the human race, the expectant mother 
and offspring, we would suggest that they devote the 
same amount of energy in advocating more religion, 
better morals, better habits, better protection by right 
dressing, better living and working conditions, less 
dancing, less theaters, more fresh air, less burning of 
the midnight oil, and many other things too numerous 
to mention. The results obtained would throw into in- 
significance the prenatal and postnatal proposition. 
STATE CONTROL OF MATERNITY BENEFITS UNNECESSARY 

We oppose these bills because they are unnecessary, 
We have at present laws upon our statute books and 
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what is needed is to work out these laws to their 
fullest extent. Then if they are not sufficient, amend 
them or make new laws. 

The State Department of Health has never been 
given more than advisory power. We have no objec- 
tion to have that same power continued. The force of 
law has always been invested in the local departments 
of health. That is home rule, and we trust it shall 
prevail. 

The very things sought are now in a measure being 
accomplished. Physicians, under the law, report all 
births as they occur. The local board of health then 
sends a visiting nurse or the district nurse to follow 
up the case and help the physician to give postnatal 
care. This costs the State not one penny. It would 
be an easy matter to extend the work and make it even 
more effective under the same mode of procedure. 

Expctant mothers engage their physicians several 
months in advance. The attending physicians are 
thereby in a position to give advice and prenatal care. 
Here again it would be an easy matter for the phy- 
sician, in conjunction with the local board of health 
and the visiting nurse, to extend the work. The ad- 
visory function of the State department of health 
would here find a very useful and broad field of en- 
deavor. Thus we oppose these bills because they are 
unnecessary, and the same results can be obtained 
without cost to the Commonwealth. 

These extracts are from the protest of the Worces- 
ter North District Medical Society which was pre- 
sented to committees of the Massachusetts Legislature 
of 1920 by A. H. Quessy, M. D. 





HEALTH CENTERS NOT NECESSARY IN 
NEW YORK STATE 


Report OF THE COMMITTEE ON CoMPuLsory HEALTH 
AND WoRKMEN’S COMPENSATION INSURANCE OF THE 
MepicaL Society oF THE County oF New York 

By Even V. Detrpuey, M. D. 
NEW YORK CITY 


November 22, 1920. 

Your Committee on Compulsory Health and Work- 
men’s Compensation Insurance begs leave to report 
that during the year it has made a careful study of 
the subject of, and the bill presented to the Legisla- 
ture on, Compulsory Health Insurance; the Work- 
men’s Compensation Insurance in its application to the 
medical profession, especially that portion relating to 
occupational diseases, and the freedom of choice of 
physician by the injured person coming under the pro- 
visions of the law; and of the subject of “Health 
Centers.” 

On February 26th the chairman sent a letter to the 
secretaries of all the State Medical Societies in the 
United States endeavoring to ascertain the sentiment of 
the members of these various societies on the subject 
of compulsory health insurance; whether they had in- 
structed their delegates to the A. M. A. on the sub- 
ject; inquiring their opinion as to the best method ot 
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bringing the matter before the A. M. A. for action 
thereon, and requesting a list of their delegates to th 
House of Delegates of the A. M. A. He sent a letter 
to the delegates to the Medical Society of the Stat: 
of New York calling their attention to the impera 
tive need of taking action on the subject and en 
closing the substance of a resolution which he ex 
pected to introduce in the House of Delegates of ow 
State Society indicating that it was desirable to in- 
struct our delegates to the A. M. A. to introduce a 
resolution in the House of Delegates of the A. M. A 
and to support the resolution in every way possible. 
He also sent a letter to all the delegates to the Hous+ 
of Delegates of the A. M. A. inviting their attentio: 
to the propaganda for a scheme which could but have 
a serious and destructive effect upon the most altruistic 
profession on the face of the earth—the medical pro- 
fession—that it would tend to destroy individualit, 
and prevent the proper class of men from entering 
the profession in the future whereby the entire peopl 
would suffer. He is pleased to report that resolutions 
against the iniquitous scheme for compulsory health in 
surance were unanimously adopted both by our State 
Society and by the House of Delegates of the A. M. A 

After a careful study of the subject and confer 
ences with the N. Y. State Industrial Commission, th: 
Committee formulated amendments to the Workmen’- 
Compensation Law, as follows: 


SUGGESTED AMENDMENTS TO THE WORK- 
MEN’S COMPENSATION LAW 


Section 13. 
ployes. 

The employer shall [promptly] provide for an in- 
jured employe such medical, surgical or other attend- 
ance and treatment, nurse and hospital service, medi- 
cines, crutches and apparatus as the nature of the in- 
jury may require during sixty days after the injury; 
but the Commission may, where the nature of the in- 
jury or the process of recovery requires a longer 
period of treatment, require the employer to provid: 
the same. [If the employer fail to provide the sam: 
the injured employe may do so at the expense of tl: 
employer. The employe shall not be entitled to re- 
cover any amount expended by him for such treatment 
or services unless he shall have requested the employe: 
to furnish the same and the employer shall have r 
fused or neglected to do so.] An injured emplo\ 
shall have the right to choose any physician dul, 
licensed to practice medicine in this state to attend and 
treat him for the injury as hereinbefore provided, sul- 
ject to the supervision of the Commission. All fees 
and other charges for such treatment [and] services. 
medicines, crutches and apparatus shall be subject to 
regulation by the Commission as provided in section 
twenty-four of this chapter, and shall be limited to 
such charges as prevail in the same community fo: 
similar treatment of injured persons of a like standard 
of living. 

Matter in brackets [] to be omitted. 

Matter in italics is new matter. 


Treatment and care of injured em- 
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WORKMEN’S COMPENSATION LAW 


Amend Section 3, by changing sub-section 7, page 
»” Edition of July, 1919, to read as follows: 

“Injury” and “personal injury” mean only accidental 
injuries arising out of and in course of employment, 
jand] such diseases or infection as may naturally and 
unavoidably arise therefrom [.] , and such “occupa- 
sonal” diseases as are scheduled under Article 2a. 

Matter in brackets [] to be omitted. 

Matter in italics is new matter. 


WORKMEN’S COMPENSATION LAW 


\mend Section 26, by adding after the word, “there- 
from,” Section 26, page 57, 20th line, Edition July, 1919, 
the following : 


Claims for medical services and for services or treat- 
wont rendered or supplics furnished pursuant to Sec- 
tion thirteen of this chapter and approved by the Com- 
mission in conformity with Section twenty-four here- 

f. shall constitute the person or persons owning such 
claim or claims a party in interest hereunder for the 
purpose of permutting the filing with the County Clerk 
of the decision of the State Industrial Commission as 
herein provided and such person shall to the extent of 
the amount of his claim so approved by the Commis- 
sion, he deemed to have all the rights of a judgment 
creditor in such claim and may enforce his rights 
thereto with the same cffect as though the judgment 
stood of record in his name and for his benefit. 


Matter in brackets [] to be omitted. 

Matter in italics is new matter. 

The Committee is of the opinion that the Occupa- 
tional Diseases Amendment to the Workmen’s Com- 
pensation Law is a corollary to the law itself, and 
that if the medical profession were properly protected 
in its rights and privileges as provided for in our 
suggested amendments, the enactment of some such 
an addition to the Workmen’s Compensation Law 
shrould be approved. 

The Sage-Machold Health Centers Bill was thor- 
oughly studied by your Committee, and in order that 
we might come to a just and proper conclusion as to 
its merits, we sent out circular letters to all the dele- 
gates to the State Society, outside of New York City, 
and to all the secretaries of the County Societies, 
proposing a series of questions and requesting replies 
thereto. The result is as follows: 


TABULATION OF REPLIES IN RESPONSE TO CIRCULAR 
Letter Recarpinc “HEALTH CENTERS” 


Are the people as well cared for medically in the 
rural as in the urban districts of the State? 
Ans.—Yes, 18; no. 20. 


‘a. Is the number of physicians greater or less in the 
rural districts than formerly? Ans.—Greater, 
6; about the same, 1; less, 23. 
“hb. Do the people at large notice and complain of it? 
Ans.—Yes, 16; no, 15. 
Owing to improved transportation by automobiles, 
trolleys, etc., do the physicians more easily reach 
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the sick in the rural districts? Ans.—Yes, 29; 
in the summer, yes—in winter, no, 8. 

Do the laity more easily reach the hospitals in the 
larger cities? Ans.—Yes, 33; in summer, yes,— 
in winter, no, 5. 

If the number of physicians in your county is pro- 
portionally decreased, is it 

Because the rural physicians are moving to the 
cities and towns? Ans.—Yes, 15; no change in 
the number of physicians, 3. 

Because the number of recent graduates going to 
country is less. Ans.—Yes, 23; no, 4. 

Because the number of physicians in the whole 
United States is smaller in proportion to the 
number of the population than formerly? Ans. 
—Yes, 8; emphatically yes, 1; questionable, 3. 

If there is any such change in recent years be- 
tween the proportiog of physicians to the pop- 
ulation in the rural districts, how much is due to 

The question of fees and sufficient compensation 
to permit of a proper mode of living? Ans—A 
great deal, 14; none, 9; questionable, 4. 

Imperfect laws regarding the collection of fees? 
Ans.—Yes, 7; emphatically yes, 2; questionable, 
6; none, 9. 

The advent of new cults? Ans.—Yes, 4; ques- 
tionable, 2; none, 11. 

Is the lessened ratio of physicians to the general 
population due to any extent to greater incen- 
tives in other callings? Ans—Yes, 19: em- 
phatically yes, 1; questionable, 2; no, 8. 

Is there a hospital in your neighborhood? Ans.— 
Yes, 31; no, 6. 

How many in your county? Ans.—In all the re- 
plies received, 97; average 2%. 

Do they have the respect and confidence of all the 
elements of the community? Ans—Yes, 28; 
questionable, 1. 

In other words, do the well-to-do and the poor 
patronize them? Ans.—Yes, 24. 


. Do those who can do so, go to the hospitals in the 


larger cities? Ans—Yes, 3; sometimes, 3; 
no, 2. 

Have you a dispensary in your neighborhood? 
Ans.—Yes, 22; no, 15. 

How many in your county? Ans.—In all the re- 
plies received, 35; average, about three-quarters 
of one dispensary. si 

Are they patronized only by the poor and needy? 
Ans.—Yes, 16; no, 4. 

Are the real poor and needy crowded out by 
those who can well afford to pay for medical 
care and treatment? Ans.—Yes, 1; no, 16. 

Do the poor as well as the well-to-do prefer to 
have their own physician attend and treat them 
for their illnesses whether they can afford to pay 
or not? Ans.—Yes, 25. 

Have you clinical laboratories in your county? 
Ans.—Yes, 22; no, 14. 

Ahe they capably and efficiently conducted? Ans. 
—Yes, 17; questionable, 2. 
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ec. Are they patronized only by the physicians? Ans. 
—yYes, 17; or 

cc. Are they mainly used by the commercial interests? 
Ans.—Yes, 6; no, 2. 

10. What in your opinion are the conditions, profes- 
sionally, economic, or relating to the public 
health, which make desirable such legislation 
as the Sage-Machold Health Centers Bill which 
failed of enactment last winter? If there are 
any other facts which you think should be placed 
before this committee, we shall be glad to have 
you write us fully regarding them. Ans—In 
favor of Health Centers, 3; questionable, 2; no, 
15; emphatically no, 4. 

The Committee therefore recommends that the So- 
ciety take measures to have the suggested amendments 
to the Workmen’s Compensation Law introduced into 
the next session of the Legislature. 

The Committee recommends that the Society take 
measures to oppose any and all further Health Insur- 
ance Bills. 

The Committee recommends that the Society op- 
pose the scheme for “Health Centers,” as our survey 
indicates that it is not needed; that the people in the 
rural districts are, as a whole, as well cared for 
medically as are the people as a whole in the cities; 
that the general medical care is adequate now; that 
both the poor and the well-to-do prefer to have their 
own physician attend and care for them in their ill- 
nesses whether they can afford to pay for it or not; 
that the medical profession will in the future, as it has 
always done in the past, look after the poor and needy 
in the times of medical need and distress; and that 
there is no real need for a scheme which will have 
for its effect the production of a large number of 
offices to be scrambled for by both political parties 
with its attendant graft and neglect of those for whom 
the plan is supposed to provide an improved medical 
care. 

The Committee respectfully requests that those por- 
tions of the report which refer to the amendments to 
the Workmen’s Compensation Law, and to the “Health 
Centers” be postponed until the December meeting of 
this Society, and that they be published in the De- 
cember number of the New York State Journal of 
Medicine in order that members may have the subject 
before them for study and consideration before being 
called on to decide what their action shall be—New 
York State Journal of Medicine, December, 1920. 





LOCKING THE DOOR BEFORE THE HORSE IS 
STOLEN, INSTEAD OF AFTERWARDS 


Dr. A. F. Lent, secretary of the Professional Guild 
of King’s County, New York, reports as follows: 
To the Members of the Professional Guild: 

The most important part of the legislative work, in 
my opinion and that of the Legislative Committee, was 
done at the conventions at Saratoga. At one conven- 
tion we assisted in having health insurance struck 
from the platform, although we were unable to have 
them strike out health centers. 
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Before the other convention, learning that the State 
Chairman had selected a committee to draft a platform 
to be presented to the Platform Committee at Saratoga, 
we arranged with a personal friend on that committee 
to call us up immediately after the meeting and in- 
form us as to its decisions. Upon finding that the re- 
port contained a recommendation for health centers, 
we communicated with many prominent political and 
professional leaders in our state and finally in com- 
pany with Doctor Senior, Chairman of the Legislative 
Committee, I went to Saratoga in a determined spirit, 
and with the support of a large part of the leading 
men of the allied professions. The result was that the 
platform now makes no mention of health centers. 

You can readily see that had both conventions rec- 
commended health centers, all the propaganda, all the 
threats, and all the delegations sent to Albany, would 
have been of little avail, and we believe health-centers 
as suggested last year to be as injurious to the medical 
profession as health insurance itself. During the ses- 
sion and afterwards many took sole credit for legis- 
lation which was largely defeated by our organization, 
but in closing may I say that the Professional Guild 
works on the plan of locking the door before the horse 
is stolen, instead of afterwards. 

Respectfully, 
Dr. A. F. Lent. 


—Bulletin of The Professional Guild of Kings County, 


New York. 





Public Health 


NATIONAL HEALTH COUNCIL ORGANIZED 
Dr. Drake Honorepo WiTH IMPoRTANT APPOINTMENTS 


One of the most significant developments of recent 
times in public health circles is the organization of 
the National Health Council, consummated during 
the month of December in Washington, D. C. Per- 
sons long experienced in public health work look 
upon the creation of the National Health Council 
as a definite and determined effort to coordinate 
and harmonize the work of the numerous public 
health bodies in the interests of promoting public 
health betterment through the country. 

The National Health Council is composed of rep- 
resentatives of each of the great national public 
health organizations of the United States, one rep- 
resentative from each body. 

The officers of the National Health Council are 
as follows: Dr. Livingston Farrand, chairman; Dr. 
Lee K. Frankel, vice-chairman; Dr. C. St. Clair 
Drake, secretary. 

In addition to the above mentioned appointments, 
Dr. Drake has been elected secretary-treasurer of 
the Conference of State and Provincial Health Au- 
thorities; member and secretary of the Executive 
Committee of the State Health Officers’ Association 
and secretary of the Cooperating Committee of the 
American Public Health Association, the American 
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Medical Association and the State Health Officers’ 
Association. 





UNUSUAL PREVALENCE OF SCARLET FEVER 
AND DIPHTHERIA 


The Division of Communicable Diseases of the 
State Department of Public Health reports a very 
serious epidemic of scarlet fever in the city of 
Springfield, and the prevalence of diphtheria in many 
sections of the state. 

During the past year, diphtheria has been gen- 
erally prevalent over the state, and there is an in- 
creasing number of cases at this time. The undue 
prevalence of diphtheria has brought about heavy 
demands upon the State Department of Public Health 
for free antitoxin. 





WATER SUPPLIES FOR COMMON CARRIERS 


Under an agreement with the United States Public 
Health Service, the State Department of Public 
Health exercises supervision over the drinking water 
supplies for all interstate common carriers and act- 
ing under its ewn initiative, the department carries 
out a similar supervision of water supplies used in 
intrastate service. 





Society Proceedings 


BOONE COUNTY 


At the regular meeting of the Boone County Medi- 
cal Society held in this City on December 2, the fol- 
lowing officers were elected: president, J. E. Thiel, 
Belvidere; vice-president, Alden Alguire, Belvidere; 
secretary and treasurer, F. S. Whitman II, Belvidere; 
delegate, A. J. Markley, Belvidere; alternate, Wallace 
3elsey, Poplar Grove; censor, Clara B. McCracken, 
Belvidere, Ill. 


COOK COUNTY 


CHICAGO MEDICAL SOCIETY 
Regular Meeting, December 1, 1920 


“Perforations of the Drum-Membrane.”—J. Hol- 
linger. 

“Compression of Chest Cavity by Multiple Rib Re- 
section in Unilateral Tuberculosis of the Lung.” 
—A, J. Ochsner. 

General discussion. . 

“Infant Welfare in Private Practice.”—Jesse R. 
Gerstley. 

Discussion, Clifford G. Grulee and Irving F. 
Stein. 


Regular Meeting, December 8, 1920 
“Indirect Expulsion-of the Placenta.”—Joseph L. 
Baer. 
Discussion, L. E. Frankenthal and Ralph Reis. 
“Disorders of the Hypophysis” (Lantern Slide 
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Demonstration).—Wm. Engelbach, St. Louis, 
Mo. 


Joint Meeting, Chicago Medical Society and The 
Radiological Society of North America, 
December 15, 1920 


“Cases of Lesions of Bone for Diagnosis.” 
Presentation of the X-Rays in Lantern Slides 
with Histories—J. C. Bloodgood, Baltimore, 
Md. 

Discussion: Surgical Aspect, C. C. Rogers; 
Pathological Aspect, Kellogg Speed; Radio- 
therapy Aspect, Henry Schmitz. 


CHICAGO OPHTHALMOLOGICAL SOCIETY 


Meeting of March 15, 1920 Cont'd. 

Dr. Findlay asked what vision did the patient have after 
the foreign body was removed. 

Dr. Goldenburg replied that he had a cataract now. 
sion was normal to the fingers. 

Dr. Findlay understood that in Dr. Mann’s cases the piece 
of steel was found lying in the anterior or posterior chamber. 

Dr. Mann said in the anterior chamber. 

Dr. Findlay said that in his case the piece of steel was in 
the vitreous and was there for at least two years. The lens 
became quite cataractous, and whether he would be able to 
get it from its locality he did not know. It must lie behind 
the equator. It was situated deeply. To remove a piece 
of steel from the vitreous chamber after it had been so 
long in there was difficult, because there was more or less 
disorganization afterward and the prognosis of the case was 
not so favorable. 


OPTICAL IRIDECTOMIES 


Dr. Robert Von Der Heydt presented a boy, seven 
years of age, in whom he did bilateral optical iridec- 
tomies. Now the boy had vision of 20/50 in each 
eye. There were central cataracts. By that he meant 
a cataract which was much smaller than the so-called 
parinuclear or zonular cataract. This cataract was 
circumscribed and involved a small central area in 
the embryonic nucleus, which latter consisted of two 
places in front, one posterior and usually a clear 
area in the middle of the lens nucleus. All who had 
seen this case would agree that in a small central 
cataract such as this, iridectomy was indicated rather 
than needling. 


Ten- 


DISCUSSION. 


Dr. Harry Woodruff said that many operators would have 
done the same as Dr. Von der Heydt did in this case. He 
remembered seeing a case of Dr. Beard’s many years after 
ke had done optical iridectomy. The man had gone on for 
years and add eventually developed cataracts. His vision had 
finally deteriorated on account of extension of the lens 
opacities, se that eventually he had had to have cataract 
extraction. 

If this case which Dr. Von der Heydt had reported had 
been his, he would have advised a needling operation because 
after a successful needling the patient would have a clear 
round pupil which one could not obtain if one did zonular 
extraction, and, therefore, the chances of getting better vision 
than 20/50 would be very good. 

Dr. Von der Heydt said that if he had a patient with a 
lamellar cataract and he had 20/70 vision he left him alone. 
Why should a needling operation have been done in this 
case? The patient was only 7 years of age. He was a little 
below the normal in mentality, therefore, he could not ac- 
curately measure his visual acuity at this time. This cataract 
would not progress. It was circumscribed and fixed. If in 
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the future he thought needling might be required he would 
then do it. He would keep the boy under observation. He 
thought a great improvement had been made in his case by 
the optical iridectomies. 


THE CHICAGO LARYNGOLOGICAL AND 
OTOLOGICAL SOCIETY 


The regular monthly meeting of the Chicago Laryn- 
gological and Otological Society was held on Monday 
evening, April 5, 1920, at the Palmer House. 

The President, Dr. Alfred Lewy, presiding. 


PRESENTATION OF CASES 


Dr. J. Holinger presented a nurse who had suffered 
from suppurative otitis with swelling and tenderness 
over the mastoid and brain symptoms for several 
weeks. She heard only loud conversation in the right 
ear. After the mastoid was opened improvement for 
some time was noticed but all symptoms, especially 
the unbearable backache, became worse. Past-point- 
ing. Lumbar puncture showed fluid under increased 
pressure, turbid and full of streptococci. After an 
improvement of several days, all symptoms reappeared 
and especially the backache was severe. The wound 
looked well. With the intention of draining some of 
the cerebro-spinal fluid and at the same time looking 
for a possible brain abscess, the wound was enlarged 
and the dura over the cerebellum and over the tem- 
poral lobe were incised. Several stabs in the cerebel- 
lum and the temporal lobe showed no pus. The result 
was temporary. To relieve the backache, '4 grain of 
morphine was ordered every two hours by the interne, 
without result. It was discontinued and 15 grains 
of aspirin every evening seemed to have a very ben- 
eficial influence. The unusual features of the case 
were: 


1. In the presence of symptoms of meningitis like 
slow cerebration, Babinski’s and Kernig’s signs and 
impossibility of approaching the chin to the sternum, 
the patient was able without pain to turn the head 
from side to side. Headache and sleeplessness were 
absent during the whole duration. 


2. The diagnosis of meningitis was made certain 
by the finding of turbid cerebrospinal fluid under high 


pressure, containing many streptococci. This usually 


makes the prognosis fatal. 


3. The decided turn for the better came with the 
medication of aspirin, 

The second patient was a man of thirty-six who 
came on account of loss of hearing in his right ear 
since last summer. He was treated in 1906 by Dr. 
Hardie for humming in the ear. After removal of 
adenoids and a few inflations he was cured in the 
summer of 1919. He never had humming of ears 
or pain. At the end of January 1920 Dr. Holinger 
found on the roof of the external canal crusts which 
were removed with difficulty. A large marginal per- 
foration in the drum membrane was seen and some 
granulations on the roof of the canal. In the course 
of about six weeks two pieces of cholesteatomatous 
masses, the size of a pea, forced their way through 
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the perforation in the canal and through the granu- 
lations. At the time of presentation a third piece, a 
white mass between the red crown of granulations, 
was working its way into the external canal. 


DISCUSSION. 


Dr. Robert Sonnenschein thought the first case was prob 
ally one of streptococcic meningitis. That these may recover 
at times was shown in a case reported by Dr. Weaver about 
a year ago. Dr. Sonnenschein saw this patient during Dr 
Friedberg’s absence on military duty. The patient was a 
nurse who contracted the disease while on duty in the hos- 
pital. All the typical signs of meningitis were present, but 
there was no involvement of the nose, ear or throat. Sev 
eral spinal punctures were made and the antistreptococcic 
serum injected. The patient made a complete recovery afte: 
three or four weeks. 

Dr. Harry Kahn said he had seen the side to side move 
ment of the head in meningitis in a case under his care. 

Dr. Norval Pierce said it was very unusual for a case of 
meningitis to recover when viable microbes were recovere:d 
from the cerebrospinal fluid. None of his cases had re 
covered, and he wished to know whether the micro-organisms 
were viable. The fact that there was no headache was diffi- 
cult to explain, especially as the spinal fluid seemed to he 
under pressure. Headaches were caused by increase in the 
cerebrospinal fluid and not by inflammations per se. Dr. 
Pierce thought one should be careful in giving even a hope 
ful prognosis in a case of meningitis where viable organisms 
had been recovered. It must also be remembered that acci 
dental contamination occurred in these cases from the skin 
and, therefore, the technic in the spinal puncture and examina 
tion of the fluid should be very exact and very thorough 
Much depended upon the fact as to whether viable micro 
organisms were recovered. In his opinion Dr. Holinger’s 
case was not a general, spreading, suppurative meningitis, but 
in all probability a localized meningitis. How the viable micro 
organisms got down into the lower pertion of the spina! 
canal it was difficult to say. 

Dr. S. A. Friedberg thought that much depended upon th: 
virulence of the microorganisms. It is well known in sinu- 
thrombosis, for instance. that the findings of hemolytic strep 
tococci in the blood cultures, does not necessarily imply an 
unfavorable prognosis. Several cases that had come under 
his observation have recovered. Virulence tests on guinea 
pigs were negative. By analogy, it is possible that we may 
also have bacilli of low virulence in the spinal fluid. 

Dr. Holinger (closing) stated that the cerebrospinal fiui: 
was reported to be swarming with streptococci, not one her: 
and there as was often the case. The pathological findings 
in the laboratories of the Cook County Hospital are pretty 
reliable. Dr. Holinger was glad to hear that the peculiarity 
of free movement of the head from side to side in the 
presence of absolute impossibility of movement of the head 
forward, was noticed elsewhere, as Dr. Kahn mentioned. H¢« 
wished to know whether this is in connection with the 
favorable termination of the case; in other words, whether 
this peculiarity is of prognostic value. 

Dr. Stanton A. Friedberg read a paper on “The 
Carrier as a Factor in the Control of Diphtheria.” 


DISCUSSION 


Dr. W. W. Hamburger (by invitation) said that he wa- 
quite at a loss to discuss Dr. Friedberg’s paper on diphtheria 
because his experience was confined almost entirely to th: 
streptococcus. During his military service he worked during 
the period ot eleven months on the streptococcus carriers. 
particularly in measles. They had isolated the carriers fron 
the non-carriers and studied the effect on the carriers through 
out the camp. In the early winter of 1917-18 when the 
measles came in to Camp Taylor all the men were very care 
fully examined. The measles cases entering the Base Hos 
pital through the receiving ward were swabbed by the nos 
and throat surgeon and examined for streptococci, blood! 
agar plates made, and the cases labeled either as_ carrier: 
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¢ non-carriers. At the end of twenty-four hours they were 
sent either to the measles carrier ward or to the non-carrier 
ward, so at the end of every twenty-four hours the receiving 
ward was emptied for new cases coming in that day. During 
the period in the observation ward the cases were carefully 
cubicled, the attendants carefully masked, and all measures 
of quarantine were used that could be carried out. The 
-iudy resolved itself into a study of the complications arising 
in the carrier and non-carrier wards. The cases coming in 
during the height of the epidemic showed that seventy-seven 
out of one hundred carried streptococcus in the pharynx. 
s\s to complications, about 30 per cent. developed in the 500 
cases so studied. Of this 30 per cent. 6 per cent. developed 
n the non-carrier wards, and 24 per cent. in the carrier wards. 
The complications were the usual complications of measles, 
otitis media, acute sinusitus, acute bronchopneumonia, severe 
bronchitis, erysipelas in some cases, etc. The study covered 
a period of about two months and they concluded that the 
segregation of measles patients into carrier and non-carrier 
wards was advantageous, resulting in a decrease of complica- 
tions, for they proved that it cut down the percentage from 
30 per cent. in the carrier wards to 6 per cent. in the non- 
carrier wards. 

Later experiments showed that some of the complications 
vere mixed infections. While it was found that complications 
could be diminished by carrier segregation the quarantine with 
masks and cubicles was not perfect. 

This work was carried further by immediately swabbing the 

w recruits as they came off the train in camp. Upon 
ntrance into camp about 15 per cent. were shown (to be 
arriers. At the end of six months this had been increased 

83 per cent., showing that the carrier state, at least in 
his study, had developed from contact with their fellows, 
and that finally the camp became heavily seeded with strepto- 
coceus. Another interesting thing was the variation in carrier 
per cent in epidemic and non-epi periods. In non- 
epidemic periods only about 6 per cent. were carriers while 

» per cent was found during the period of epidemics. 

During the height of the epidemic Dr. Hamburger visited 
Camp Grant and saw Dr. Capps and his method of masking 
vhich was in use there, and as soon as he got back to Camp 
laylor he instituted the same method. While he felt that a 
step in advance had been made, the masking was not 100 

cent. efficient. It seemed that the only way a separate 
non-carrier study could be made was that the ward itself 
should be maintained as a clean ward throughout, with all the 
unclean or carrier cases put into carrier wards. 

\s to the question of the meningococcus carrier, the feeling 
: Great Lakes was that their carrier was not of importance 
in the meningitis; while at Camp Taylor they searched for 
these carriers and kept down their meningitis pretty well, 
still they did not think that the carrier was much of a 
factor in the spread of meningitis. 

\nother interesting angle of their work which checked up 
with Dr. Friedberg’s was the question of how long the carrier 
state is maintained after an acute illness. They swabbed all 
the convalescent measles cases on discharge from the hospital, 
finding about 72 per cent. carriers after recovery from their 
measles, in spite of all local treatment. A certain group of 
the 72 per cent. convalescent carriers was put out on porches, 
with abundant fresh air and sunshine and ample food and 
exercise, and within forty-eight hours the carriers 
dropped from 72 to 40 per cent. Following this they gave 
up all local measures and kept the patients for a week under 
conditions of fresh air, sunshine and good food, and the 
percentage of carriers dropped promptly. 

Tests had demonstrated that in the parts of the camp 
where measles was prevalent the dust of the barracks showed 
a high percentage of streptococcus, while in the non-carrier 
wards the percentage was very low. 

Capt Kleinman (Fort Sheridan, Ill.) said that he had charge 
of a group of diphtheria carriers in November. Ten cases in 
all were cultured, both .nose and throat, for the first time, 
and out of that group two were found to be ethmoid car- 
riers and they had been longest in the hospital. The study 
was continued until after the first of the year and out of the 
seventeen cases about 35 per cent. were found to be ethmoid 
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carriers. Since that time all of the cases have been cultured, 
both nose and throat, and the treatment with argyrol tampons, 
as outlined by Hazeltine, had been carried out. In this way 
the time lost in hospitals had been cut down. The ethmoid 
group averaged thirty-three days and the non-ethmoid about 
thirteen days. The treatment consisted of quarantine, mask- 
ing when out of their ward, applications to the nose and 
throat and gargles. Cultures are made Mondays, Wednes- 
days and Fridays and three consecutive negatives from both 
throat and ethmoid region are required for release. Ton- 
sillectomy has not been done. 

Major W. F. Von Zelinski thought the carrier question was 
a colossal one and could be discussed indefinitely. He had 
scen a good deal of it in fegard to measles, meningitis and 
diphtheria but had been unable to form any conclusions. He 
had listened to a very exhaustive paper by Dr. Davis at a 
recent meeting of the Society and left with the conclusion 
that everybody had organisms in their throat all the time 
of one kind or another. The question of testing them out 
for virulency was a question of testing out immunity; on one 
person organisms might be very virulent and in another 
person not so virulent. They seemingly became more virulent 
by passing through a number of people, and also seem to lose 
their virulency in time. 

During the last few weeks at Fort Sheridan the carrier 
patients (diphtheria) had been confined under treatment for 
thirty to thirty-three days. Recently no local treatment of 
any sort had been used for they had found that on a simple 
gargle they became free from organisms as quickly as with 
the local applications used before. They had experimented 
with injection of the Schick serum and found that some 
of the men who had been free of the organisms for a number 
of days gave a positive reaction and some who still had 
them gave a negative. 

Major Von Zelinski was stationed at Camp Wheeler, Ga.. 
from December, 1917, until April, 1918, and in the epi- 
demie of meningitis in that camp there were no active cases 
in his regiment. The central inspectors came over to his 
infirmary with the dichloramin T spray and he was instructed 
to spray certain men. They took some cultures at different 
places and if a carrier was found they swabbed al! the men 
in that tent and then went into the next, gradually widening 
the circle as carriers were found. This was ineffective treat 
ment because it was impossible to reach all the places where 
the germs might locate. At that time the troops were receiv 
ing instruction in the use of gas masks and they allowed the 
men to pass through benzolchloride for about thirty seconds. 
Major Von Zelinski thought this might be an effective anti 
septic that must certainly reach all the areas in the nose and 
throat, and that it might be a good idea to pass all the men 
through the gas house. The Chief Surgeon was against it. 
but he put the matter up to the commanding officer who 
was enthusiastic about it. A bunch of men were taken up 
and swabbed before they went in and swabbed when they 
came out and it was found that after this experience they 
were free of everything except the micrococcus catarrhalis. 
They then used this treatment on the carriers and found it 
reduced the period of isolation for fifteen days. They tried 
it on the pneumococcus and they remained away for two days. 

Dr. S. A. Friedberg (closing) said that an underlying 
pathological condition must be present in order to establish 
or maintain the carrier condition. In the presence of epi- 
demics in organizations or closely associated groups, the bacilli 
may also be found in normal conditions of the nose and 
throat; however, their presence is usually of a transient 
nature and they are easily gotten rid of. 

In answer to the question as to immunity to diphtheria in 
children after the removal of tonsils and adenoids, the speaker 
did not believe any was conferred. The susceptibility of 
infection, in the absence of suitable lodging places for the 
growth of the bacilli, was materially lessened. 

Dr. Hamburger had mentioned that they had taken air 
cultures in order to determine various sources of dissemina- 
tion. In Dr. Friedberg’s work, the cultures were made in 
every possible manner and from every suspected source 
including air, gas masks, kitchen utensils, etc. From the 
results, it was impossible to draw any definite conclusions. 
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Very evident factors in the spread of disease were found 
in the main mess halls, large out-patient departments, and 
carelessness or ignorance as to necessary precautions to be 
carried out. 

From what one of the speakers had said, there seemed 
to be a little uncertainty in regard to virulency and avirulency 
of the miscroorganisms. It is a well established fact that 
a virulent bacillus does not lose its virulency, nor is it 
possible for an avirulent bacillus to become virulent. The 
virulency of the bacillus is determined by guinea pig inocula- 
tion and not by the fact that a person may contract a severe 
clinical case by having been exposed to a patient only slightly 
ill from the disease. 


Dr. J. Holinger read a paper on “Tonsillectomy in 
the Presence of a Peritonsillar Abscess.” 


(Abstract). 


The removal of the tonsils in the presence of a 
peritonsillar abscess is a procedure which as yet has 
undeservingly not many friends. Still it is certainly 
a logical operation, as the tonsils are the center of 
the trouble, and sooner or later have to come out 
because peritonsillar abscesses often recur. The ob- 
jections are more in the nature of prejudice which 
is not born out by experience. The recovery after 
the removal is rapid. It does not take any longer 
than after an ordinary tonsillectomy. 

The operation is more difficult than an ordinary 
simple tonsillectomy and the general anethesia has to 
be given by an experience anesthetist. The hemorrhage 
is usually more severe, but can be controlled by the 
usual methods. The anatomical conditions are more 
complicated on account of displacements by the abstess 


which may develop above or behind or directly lateral 
of the tonsil, or in the tonsil itself, thus dividing the 


tonsil in several pieces. The method of removal is 
by means of forceps, sickle-knife and snare. Septic 
symptoms which are often present in cases of periton- 
sillar abscess usually disappear in the first twenty- 
four hours, and albumin in the urine within the first 
two or three days. 

DISCUSSION. 


Dr. Louis Ostrom (Rock Island) said that eight years ago 
he started work of this kind and he had never seen a case 
that had not had just as good, if not a better, convalescence 
as a normal tonsillectomy. Every patient made a wonderful 
recovery (perhaps good luck), while at the same time all 
kinds of complications followed tonsillectomies in normal cases 
(perhaps bad luck). If the patient had double quinsy he 
operated just the same. His experience with anesthesia had 
been entirely local (1/10 to 1/5 per cent. cocain with adrena- 
lin) except in children. He had had no trouble with this 
and saw no reason why one could not obtain perfect an- 
esthesia. From the time the quinsy first appeared to periods 
ranging from a few weeks to several months he had had no 
difficulty in securing complete anesthesia. In many cases 
the pillars had been a solid mass of scar tissue and the 
abscess had burrowed outside the constrictor muscles, ex- 
posing the large vessels. In only one of those cases he had 
some hemorrhage that was troublesome. In this case he had 
used a piece of gauze, taking a stitch on the side of the 
porterior pharynx and away forward on the side of the jaw 
to hold it in place. In this instance the result was good. 
The records at the eye, ear, nose and throat hospital at 
Colbenz will show that the novocain collapse was just as 
frequent as from cocain. He made the first injection to 
the side of the uvula, going up and trying to follow up to 
the hard paltae, down to the base of the anterior pillar, 
then behind, and infiltrating between these three points. In 
the peritonsillar abscess the constrictor is nearly always laid 
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bare by the abscess itself. No anesthesia is needed through 
the capsuleseat this locality. In no instance had any of his 
patients complained of pain. The cases thus operated would 
probably reach 200 or 250, and in all the anesthesis was 
entirely successful. Using a large quantity of the anesthetic 
had no bad effect so far as healing was concerned. 

Major W. F. Von Zelinski said that in one case like this 
which had been operated under local anesthesia, in which 
there was nothing particularly difficult about the anesthesia, 
the patient afterward developed pneumonia, which he attributed 
to the aspiration of some pus. He had had two cases, and 
thought there were two points to consider: one, the hemor- 
rhage was very severe, and the other was the danger of 
pneumonia. He did not care to take out any more tonsils 
when there was any paratonsillar abscess, but thought it much 
simpler to drain the abscess first and believed the chance for 
cemplications was less when this was done. He thought 
even Dr. Holinger would not deny that he was taking a 
chance of having some of the pus escape and set up a sec- 
ondary infection in the lung. 

Dr. Norval H. Pierce thought that this was such an un- 
surgical proposition that he must say something on the subject. 
Why a complete local anesthesia should be obtained in this 
region in the presence of inflammatory action when one was 
unable to obtain anesthesia in other parts of the body under 
the same conditions, was very hard to understand. He had 
had some difficulty in producing local anesthesia even in 
cases where the peritonsillar abscess had been evacuated and 
some time had elapsed because of the scar tissue that is pro- 
duced. The excision of such tonsils is likely to be painful, 
although he thought he injected as deeply as the previous 
speakers. Surely one could not get local anesthesia to any 
great degree in inflammatory conditions, as was proven in 
the local anesthesia of the mastoid. One might as well not 
use any anesthesia where infiltration of the mastoid region 
had occurred or where there was a subperiosteal abscess. 
Dr. Pierce could see no advantage in this method of operating 
and Dr. Holinger in his paper provided enough argument 
against it to discredit the operation. Dr. Holinger had stated 
that he was limited to a general anesthetic, which in this con- 
dition is the most dangerous anesthetic; he stated that the 
pus gushed out from various pockets and he believed this 
was a great menace under general anesthesia, inasmuch as 
it was likely to get down into the bronchial tubes and produce 
pneumonia. He said the hemorrhage was much greater, and 
this agent was against the operation; his operation was inexact, 
inasmuch as he discovered that he had not completely re- 
meved the tonsillar tissue; these facts were enough to dis- 
credit the operation. It was more dangerous, more difficult, 
less complete and nothing was gained by it. Dr. Pierce 
thought it was better practice to evacuate the abscess, which 
was not di%cult, and allow a certain time to intervene 
before performing the tonsillectomy, when it could be done 
under local anesthesia without the dangers incured in this 
procedure. 

Dr. T. W. Lewis said that he had taken out the tonsil 
in the presence of an abscess repeatedly, but did not do it as 
a routine. He was rather inclined to agree with Dr. Pierce 
that the operation was not in accord with strict surgical 
principles. 

As for the anesthesia, it seemed to him that in the pres- 
ence of an abscess in this location a general anesthetic was 
absolutely contraindicated. Sometimes the pus was under 
such pressure and was present in such large quantity that 
the whole throat filled at once and under a general anesthetic 
scme of the pus was almost certain to be aspirated. It was 
not always possible to have an aspirator in position at the 
time the pus began to fiow or to remove it at the desired 
time. He was still in doubt as to whether it was advisable in 
all cases to remove the tonsil under such conditions. In 
operating on a peritonsillar abscess he always endeavored to 
dissect the tonsil from its bed rather than attack the abscess 
through the pillar. 

Dr. J. Lifeschutz thought it was interesting to note the 
different attitudes of surgeons towards two similar conditions 
Most surgeons think that the tonsils should not be removed 
in the presence of a peritonsillar abscess, and yet in cases 
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of panophthalmitis, hardly anyone wold advise incision of 
the eye with drainage, following it later with enucleation of 
the eyeball. Personally, he would not care to remove the 
tonsils in the presence of a peritonsillar abscess yet he won- 
dered why the same did not hold true in panophthalmitis. 

Dr. Norval H. Pierce said that it was very difficult to 
aspirate pus into the bronchi from the eye, and the control 
of hemorrhage in the eye socket was very much easier than con- 
trol of tonsillar hemorrhage, so the conditions were entirely 
of tonsillar hemorrhage, so the conditions were entirely 
different. The dangers of a general anesthesia did not enter 
inte the operation for panophthalmia as they did in the opera- 
tions on the throat, which made removal of the eye a very 
much simpler procedure. 

Dr. J. Holinger thought it was a matter of individual 
opinion whether an operation of removing the tonsil in the 
presence of an abscess of which it is evidently the cause 
was considered surgical or non-surgical. If one could show 
that after the incision of the abscess a second operation of 
removing the tonsil was avoided by this method, and that the 
experience of two men during a number of years had not 
produced any of the bad consequences that were supposed 
to be due to that special procedure, he felt that it should not 
be condemned. Neither Dr. Ostrom nor Dr. Holinger ob- 
served abscesses of the lungs or any cases of pneumonia fol- 
lowing these operations, possibly because of good luck. The 
extirpation of the tonsil in the presence of an abscess is 
usually much easier than later on. Everyone knew how 
dificult it was to dissect out a tonsil where there had been 
several peritonsillar abscesses in the course of preceding 
years. Large masses of scar tissue were found radiating in 
all directions and all the tissues were much tougher so that 
it was practically impossible to pull the tonsil out of the 
niche in order to dissect it. The period of recovery, too, 
is much shorter in the first instance. Some cases of peri- 
tonsillar abscesses lasted six weeks and even three months, 
but with his procedure the patient was well within a week. 
He doubted if one was justified in calling such a procedure 


THE CHICAGO LARYNGOLOGICAL AND OTO- 
LOGICAL SOCIETY 


The regular monthly meeting of the Chicago Laryn- 
gological and Otological Society was held on Monday 
evening, May 3, 1920, at the Palmer House, at eight 
o'clock. 

The president, Dr. Alfred Lewy, in the chair. 


PRESENTATION OF CASES 


Dr. J. Holinger reported on the case shown at the 
April meeting. After showing the patient in the meet- 
ing of April the masses were removed and the per- 
forations in the membrane and in the roof of the canal 
closed temporarily. About three weeks later it opened 
again and through the roof of the canal a fourth lump 
of cholesteatomatous matter was discharged, which 
was offered for inspection. The opening at this time 
was closed except in two or three moist spots. The 
patient’s hearing was improved and he felt much 
better. 

The discharge of cholesteatomatous globules was 
described more than twenty-five years ago, but that 
in the course of three months four masses of the size 
of a pea should be discharged was unusual. Further- 
more, that the opening in the membrane and in the 
roof of the external canal closed teaches that we may 
have an accumulation of cholesteatomatous masses in 
the middle-ear and antrum in the presence of a prac- 
tically normal membrane and canal. 

Dr. Austin A. Hayden showed a patient with a 
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tumor originating in the antrum, filling the entire side 
of the nose and extending out into the cheek, which 
had been growing for ten years. The patient had 
received five doses of radium in the past month, with 
considerable reduction of the growth. The size of the 
tumor and the history were unusual. The growth was 
a fibroma probably of the mixed tumor type, but the 
pathological report had not yet been received. Radio- 
grams showed destruction of practically all of the 
teeth in the right upper jaw. The tumor was about 
the consistency of an overripe orange. The Wasser- 
mann reaction was negative and there was no history 
of syphilitic infection. 

Dr. Hayden also presented a patient whom he had 
operated for a saddle nose, which resulted from 
trauma from a horse kick a year and a half previously, 
and showed photograph of the patient before opera- 
tion. A strip of cartilage one and one-fourth inches 
long had been taken from the nose of another patient, 
who was having a submucous operation done at the 
same time. Careful tests (blood-Wassermann) showed 
conditions to be favorable for the use of the cartilage. 
The operation was performed under local anesthesia, 
1/10 of 1 per cent cocaine being used subcutaneously. 
The incision was made well above the muco-cutaneous 
junction. The periosteum and skin were freely ele- 
vated with an ordinary straight submucous elevator. 
Two implants were made, a long one of cartilage and 
a shorter one of bone, the bone being placed below. 
The cosmetic result was excellent. 


SCIENTIFIC PROGRAM 


Dr. Lewis Fisher, Philadelphia, addressed the Soci- 
ety on “The Whys and Wherefores of a Vestibular 
Examination.” 

Dr. Fisher thought the time had passed when it was 
necessary to do any preaching about the value of an 
examination of the entire inner ear. It is pretty well 
admitted that a complete ear examination is very use- 
ful in many ways. He presented three case histories 
and used them as a text for his remarks. 

(Dr. Fisher then gave a lantern slide demonstration 
of charts and photographs. 

These presented a schematic outline of the nerve- 
pathways in relation with the inner ear, as far as 
known to date. Taking up the three case histories in 
detail he pointed out the abnormal or absent reactions 
found on examination of these patients. With the 
conception of the nerve pathways of the vestibular 
apparatus as demonstrated on the schematic charts, 
these abnormal responses suggested certain locations 
of the lesions in these cases. Subsequent autopsies 
verified these suggestions.) 


DISCUSSION 

Dr. Thor Rothstein said he was familiar with Dr. Fisher’s 
work and the published work in connection with Jones and 
that book is so lucid and clear that anyone who reads it must 
do so with awakened interest in all the diseases of the internal 
ear. It was, of course, necessary that much work must be 
done and the testing of the internal ear and the whole appa- 
ratus could not very well be done by anyone except an otolo- 
gist, because it is necessary to have great experience to be 
able to judge of the results. For that reason there should be 
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close cooperation between the ofologist and the neurologist 
in these cases. Dr. Fisher had very clearly pointed out the 
difficulties. Dr. Rothstein had observed many of these diffi- 
culties and thought there was always room for doubt as to 
whether it was possible to draw certain conclusions from an 
examination. For instance, in cases where there are severe 
attacks of vertigo in migraine, and also in cases where the 
vertigo is not so violent but remains for a longer time, there 
may be spontaneous past-pointing and absence of the turning 
past-pointing. Although the past-pointing is very frequent in 
these cases it is irregular and limited many times to jerkiness, 
and he wished Dr. Fisher would explain this. There were 
also other points for the man who is not very well versed in 
this examination. For instance, in the cases where there are 
ataxias; in these cases there may be the phenomenon of past- 
pointing, but in the few Dr. Rothestein had seen it had often 
been irregular and might be the cause of mistakes. In an 
individual that has been considered apparently normal, in 
whom it has been impossible to demonstrate any kind of dis- 
ease, the accuracy with which the tests are made is not very 
good, not even in those who have lost past-pointing. 


Dr. Hugh T. Patrick said the thing that pleased him most 
of all in Dr. Fisher’s presentation was his extreme modesty, 
and the very small claims he made for the value of the 
examinations. He thought that in the past the value of the 
tests frequently had been over-estimated. These examinations 
should be made with extreme care and exactitude and he 
believed that no man should allow himself to draw conclusions 
unless he had done enough of the work to be a real examiner 
and not a pseudo. 


Dr. Patrick had an impression that a good many of the con- 
clusions where the lesions involved the central nervous system 
have been based on tumor cases. Intracranial tumor cases are 
the worst cases in the world as a basis for refined localization. 
They have symptoms due to increase of intracranial pressure 
and to the peculiar way in which this pressure is exerted. This 
accounts for some of the symptoms at a distance. They are 
poorly adapted for localization of function, identification of 
paths or anything of that sort. Dr. Patrick thought the thing 
that was needed was.a series of thrombotic cases carefully 
worked out. Such a series carefully observed clinically and 
then carefully worked out anatomically would be a reasonable 
basis for anatomical and physiological conclusions. 

Dr. J. Gordon Wilson said the School of Pennsylvania had 
focused the attention of neurologists on the possibilities that 
can come from a careful investigation of reactions from the 
ear. They have shown admirable team work in their clinical 
studies and to these have been added in many cases the 
pathological postmortem examinations. While one can have 
nothing but praise for such careful reports, one may well be 
excused from hastily accepting some of the deductions based 
on them. 

There are some generally accepted principles which are of 
aid in interpreting vestibular reactions: 

(1) If labyrinthine stimulation produce deviation but no 
nystagmus then there is a lesion of the cerebral hemisphere 
near the posterior end of the temporal lobe on the side of 
the slow deviation. This was shown experimentally by Dr. 
Pike and Dr. Wilson and reported in a contribution to the 
International Congress of Medicine in 1913, and has been 
confirmed by clinical cases with postmortem findings, one of 
which was reported by Dr. Fisher in his address. 

(2) Nystagmus, vertigo and pointing produced by labyrinth 
stimulation are exaggerated in cerebral disease, probably due 
to loss of the controlling influence of the cerebral cortex. 
Here we have possibly the explanation of their exaggeration 
in neurasthenia. 

To these the speaker added two other points which can 
be easily tested and which deserve consideration—(a) The 
threshold for nystagmus lies below that of vertigo, i. e., the 
motor reaction comes first. (b) The interpretation of a per- 
verted eye reaction, for example, rotatory nystagmus follow- 
ing stimulation of the horizontal canal, must be interpreted 
with caution for the following among other reasons: 

(1) When nystagmus in animals deprived of one labyrinth 
is fading away the horizontal frequently gives place to a 
rotatory. 
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(2) On stimulating the labyrinth with an electric current 
of energy far below that producing typical nystagmus a 
rotatory movement is first produced. 

Too much stress is apt to be laid on pointing errors. They 
are frequently irregular and an average of repeated examina. 
tions are required to arrive at accurate data. As a general 
rule we may recognize that deviation of the arm is normally 
produced by rotation. Dr. Wilson urged that we do not lay 
undue stress on a diminution and be careful in our inter- 
pretation of its absence. Further, he believed it a mistake 
to lay too much stress on the degree of post-rotatory vertigo 
or even of its absence. Mygind found that in a series of 
normal individuals examined only 34 per cent had post- 
rotatory vertigo and some of these only after repeated rota- 
tions. 

In regard to the separation of the fibres from the horizontal 
and superior canals in the pons and medulla, we must recog- 
nize that Dr. Fisher claims only the possibility of such, sup- 
ported by clinical observation and postmortem examinations. 
One may hope to have supporting microscopic findings. Dr. 
Fisher recognizes that so far no experimental or anatomical 
findings support this hypothesis, and readily acknowledged that 
it is not satisfactory to rest such an important point on varia- 
tions or alterations or pressure in the brain. So far Dr. 
Wilson’s results have been negative. Recently he had an 
opportunity to examine a case of probable interference with 
the circulation in the posterior inferior cerebellar artery such 
as Dr. Fisher had quoted. In this case the area involved was 
evidently smaller than in his. There was evidence of inter- 
ference with the vestibular mechanism on the side of the 
lesion. There was absence of pointing error in caloric stimula- 
tion from both sets of canals on the side of the lesion, and 
while on rotation pointing irregularities following stimulation 
of the horizontal and of the perpendicular canals were present 
these were too irregular to support any deductions with regard 
to separation of fibres. But it should be recognized that one 
positive finding is worth a dozen negative. 

Dr. George W. Hall was interested in the case referred to 
by Dr. Wilson. In the last issue of the Journal of the 
American Medical Association he reported a case of occlu 
sion of the posterior inferior cerebellar artery, in which the 
vestibular findings were worked out by Dr. Brawley. The 
trouble with the posterior cerebellar artery occlusion is that 
the symptoms are not the same in all the cases. In some cases 
the lesion may be sufficient to produce pressure on the opposite 
side of the brain-stem, as had happened in this case. The 
lesion was on the right side but the man had disturbance on 
the left side of the brain-stem as well, although it was slight. 
In the case referred to by Dr. Wilson the findings were very 
much more limited and he believed they were more accurate 
than in the other case. So far as he could find out, Dr. 
Fisher’s report on involvement of the cerebellar artery was 
the first on record in which the vestibular findings were 
recorded and the case they were working on was the third in 
which the ear findings had been worked out with any degree 
of accuracy as a result of occlusion of the posterior cerebellar 
artery. That is the region which involves as a constant 
symptom the sensory portion of the fifth nerve. In every 
case he had been able to find in the literature up to that 
time, the fifth nerve was involved as the only constant symp- 
tom, but there might be other symptoms of involvement. In 
this case the localization was so limited that the only symptoms 
he had to go by were the anesthesia of the right side of the 
face and of the tongue, supplied by the sensory portion of the 
fifth. In addition to that the man complained of dizziness; 
he had a constant tendency to walk to the right and vertigo 
when he arose to an upright position. The examination was 
not quite finished but so far as Dr. Hall could see the lesion 
was so extremely localized that the report should be of valu: 
as an addition to this line of work. 

Dr. ‘I. Leon Meyers understood Dr. Fisher to distinguish 
two sets of fibers, one for vertigo and one for nystagmus 
It might be well to consider in this connection, that vertigo, 
as well as its related ph 5 ly, forced movements, 
conjugate deviation of the head and eyes, and nystagmus arc 
in reality different manifestations of one and the same dis- 
turbance and are unquestionably due to an affection of one 
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and the same set of fibres. What happens is that the patient, 
as a result of a disturbance in the vestibular system, becomes 
conscious of moving in a certain direction, e. g., to the right. 
He may then look to the right by turning his eyes in that 
direction, thus forming the slow component of nystagmus, 
or he may look to the right by turning his head as well as 
his eyes, exhibiting a conjugate deviation of the head and eyes, 
and in case the disturbance is very profound he may even 
fall to the right. Vertigo is a minor manifestation of this 
disturbance. It is merely the sensation of the motor phe- 
nomena which exhibit themselves in the nystagmus and its 
allied symptoms. This sensation may exhibit itself subjectively 
or objectively, the patient experiencing the sensation of him- 
-elf moving, or of the objects around him moving. 

Dr. Fisher was in accord with the findings of Dr. Wilson 
regarding the production of the quick component of nystagmus. 
Dr. Meyers witnessed some experiments at the University of 
Chicago in which the quick component was observed in rabbits 
after the entire cerebrum had been removed. Dr. Ivy per- 
formed these experiments. From personal observation, having 
performed a large number of cerebellar operations on animals, 
he was convinced that nystagmus is not cerebellar in origin. 
He had succeeded in removing the entire cerebellum without 
)roducing nystagmus. Berany’s past-pointing tests in cerebellar 
disease he had performed a good many times, but was not 
able to speak as to their value at the present time. 

Dr. Austin A. Hayden stated that he had had the pleasure 
of taking Dr. Fisher’s course at the University of Pennsyl- 
vania, He wished to make a special plea to the profession, 
and especially to the internists, neurologists and eye, ear, nose 
and throat men, that they routinely submit more material for 
neuro-otologic examination and investigation, following the 
exact plan worked out by Jones and Fisher. This received 
wide and just popularity in the Ear, Nose and Throat Sec- 
tions of the various physical examination units of the Aviation 
Section of the Signal Corps during the late war. The need of 
a standardized technic—universally recognized and adopted by 
all men doing this work—was clearly apparent in the statistics 
quoted by Dr. Gordon Wilson. If this were in use, it would 
hardly be possible for 24 per cent of any considerable series 
f cases to show no vertigo. 

In the series of 3,748 and over which he reported in detail 
June, 1919 (Annals of Oto., Rhin. and Lar.), the percentages 
were as follows: 

Nystagmus—After rotation to the right there was an aggre- 
gate of 82,231 seconds, or an average of 21.9 seconds each. 
After rotation to the left there was an aggregate of 82,373 
seconds, or an average of 21.9 seconds each. 

Past-pointing—After rotation to the right, the right arm 
past-pointed 7,201 times, averaging 1.89 times each, and the 
left arm past-pointed 6,663 times, making an average of 1.77 
times each. After rotation to the left, the right arm past- 
pointed 8,029 times, giving an average of 2.14 times each, and 
the left arm past-pointed 7,088 times, averaging 1.88 times 
€ ich, 

Of the 3,748 applicants only 142 were rejected for abnor- 
malities of the kinetic-static sense—a little less than 5 per 
cent: of these 110 failed in past-pointing, 17 in nystagmus, 
and 7 in falling; 22 men were nauseated and 31 vomited. 
Disqualification on account of freak causes numbered only 692 
or 18.4 per cent. 

It was a great source of regret to the men who were doing 
this work, to Dr. Pierce first of all, and to himself and Dr. 
Lewy later on that they were unable to submit all of the 
rejected men to the caloric tests. The individual findings of 
the semicircular canal or central nervous system would doubt- 
less have been most interesting to work out. 

Dr. Norval H. Pierce thought he voiced the sentiments of 
nearly everyone as to the great practical value in our every 
day work of the knowledge already at our disposal regarding 
the vestibular apparatus. Owing to the very complicated 
anatomical factors it would take years before it would be 
possible to finally place- the action of the end organs on a 
sound foundation. The anatomical space involved in the nerve 
paths and ganglia is so limited and the centers and tracts 
so numerous that it is going to be very difficult to differentiate 
in many cases. For example, the inhibiting mechanism of 
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the vestibular action is not understood. In examining the 
aviators they saw several cases where profound nystagmus was 
produced by rotation and the individuals vomited. The very 
moment the vomiting occurred the nystagmus ceased. There- 
fore, there is an inhibiting mechanism in this region which 
inhibits nystagmus notwithstanding the fact that the lymph 
is still exerting its action on the end organ. He did not believe 
this was due to pressure within the endolymph, and secondarily 
on the perilymph induced by increased abdominal pressure in 
the act of vomiting. This increases the pressure in the 
cerebrospinal fluid, it is true, but he had gone over some 
experiments to eliminate this as a cause of inhibition of 
nystagmus. It will take 2 long time and a great many 
autopsies on cases which have been carefully and accurately 
studied clinically before the many problems are solved. Still. 
no one can question the great practical value of functional 
tests of the static apparatus in our every day clinical work. 

Dr. Alfred Lewy said that Dr. Fisher made a reference 
to a partial paralysis of the soft palate in its failure to lift 
at its base. Dr. Lewy had seen two instances of this kind 
in lesions that were supposed to involve the glosso-pharyngeal 
nerve. Instead of drawing up quickly the mucous membrane 
of the posterior wall of the pharynx seemed to draw over to 
the side, much as the face does in facial paralysis. He asked 
if Dr. Fisher had ever noticed this condition in angle tumors, 
especially those that extend down and involve the foramen. 

Dr. Lewis Fisher (closing) said that unfortunately there 
has been a tendency in the last few years to refer to a large 
phase of this work by the simple term of “Past-pointing.” One 
is continually asked “Have you done the past-pointing tests; 
did the patient show past-pointing or did he not show past- 
pointing?” This attempt to sum up so comprehensive an 
examination in so short a phrase is probably due to a haziness 
of conception of the subject. Any attempt to sum up a vesti- 
bular examination in any such manner is like attempting to 
sum up a neurologic examination in the simple term of “knee- 
jerk.” The pointing tests per se, as a matter of fact, do not 
mean so much. Thus, from the standpoint of clinical diagnosis 
spontaneous past-pointing scarcely means anything at all. Some 
individuals are naturally inaccurate and one must not attach 
too much significance to the fact that the patient misses the 
examiner’s finger. Furthermore, many patients even if they 
did have genuine pathologic spontaneous past-pointing as a 
result of some lesion of the central nervous system, may after 
a while learn to compensate and when examined such patients 
may find the finger accurately. However, past-pointing after 
stimulation is of greater significance, but after all it is simply 
an objective expression of the vertigo that is induced and may 
be easily affected or modified by many conditions, pathologic 
or otherwise. It is the presence or absence or the character 
of the induced vertigo that is of importance, and not so much 
its resulting past-pointing. A thing to remember is that “‘past- 
pointing” after stimulation is really normal pointing for the 
individual at that time. The stimulation induces a subjective 
sense of rotation; that is, though sitting absolutely still in a 
chair he thinks he is turning away from any point he has 
touched. When he thinks he is turning to the left of the 
examiner’s finger he brings the arm down to the right, or 
“past-points” to the right and vice versa. To the examiner 
this appears as “past-pointing” but to the patient it is a correct 
physiological pointing. 

The vertigo that is induced is also a normal physiologic 
function. It is simply the recording within the brain of the 
motion-sensing that has occurred as a result of the lymph 
movement within the semi-circular canals. The physiology of 
this method of motion-sensing is as follows: When the head 
is turned to the right, with the head in an upright position, 
the lymph within the horizontal semi-circular canals lags and 
moves relatively to the left. The individual knows that he 
has turned to the right; as a result of innumerable repetitions 
of this same act the brain learns to interpret that whenever 
the lymph has moved to the left it indicates a body move- 
ment to the right and vice versa. Therefore, when the patient 
is first turned in the chair to the left he says when ques- 
tioned that he is going to the left; that is not called vertigo 
because his statement is in accord with fact. If the turning 
is repeated fairly rapidly in a smoothly revolving chair we 
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reach a point when the lymph within the horizontal canals 
catches up with the speed of the body and is relatively not 
moving at all. The patient then will say, if questioned, that 
he is not moving at all, while as a matter of fact he is being 
rotated rapidly. If then the chair be suddenly stopped the 
lymph continues to move to the left as the result of the 
momentum imparted to it by the turning. This lymph move- 
ment to the left is immediately interpreted by the brain as 
body movement to the right and the patient will say that he 
is turning to the right when as a matter of fact he is sitting 
absolutely still. Here then we have an instance of informa- 
tion received by the brain along perfectly normal physiologic 
channels which is not in accord with fact. This “apparently 
wrong” information is called vertigo. These impulses, started 
within the ear, naturally traverse definite pathways to the 
cerebral cortex where they are received and accurately in- 
terpreted. 


The nystagmus or eye-movement impulses have nothing in 
common with the vertigo impulses except that for a portion 
of their course the pathways for these two are within one 
bundle. While they both start within the ear, one has the 
eye-muscle nuclei as its objective, whereas the other must 
have the cerebrum as its objective since it results invariably 
in a definite concise conscious idea. As a result of disease 
some individuals when stimulated manifest one without the 
other—something which could not occur if they were both one 
and the same thing. 

Dr. Wilson mentioned that he had never come across a 
case which would suggest to him that the fibres from the 
vertical canals have a different course than those from the 
horizontal canals. Dr. Fisher stated that he had seen a case 
that very day in Dr. Norcross’ office where with a perfectly 
normal ear no response could be obtained from the vertical 
semi-circular canals but a very good active response from the 
horizontal canal was obtained. Evidently the pathways from 
these two sets of canals must not be together throughout their 
entire course. When one is very careful with the technic of 
the douching so that one set of canals alone is stimulated, a 
number of such instances will be encountered. The observa- 
tion of Dr. Wilson that in cases of supposed occlusion of the 
cerebellar arteries one cannot elicit past-pointing was in con- 
formity with Dr. Fisher’s experience. 

As for the rabbits having no quick component, Dr. Fisher 
said that while it may be true of rabbits he did not know how 
true it was of human beings. 

Clinically, cerebellar lesions show spontaneous nystagmus. 
This, however, need not necessarily indicate that such a 
phenomenon is directly controlled by the cerebellum. The 
spontaneous nystagmus may be produced in these cases by 
pressure against the brain-stem. Dr. Fisher believed that a 
lesion limited to the cerebellum and exerting no influence upon 
the brain-stem would probably have no spontaneous nystagmus. 

Replying to Dr. Pierce, Dr. Fisher said that while it was 
true that we did not know everything about the vestibular 
mechanism, and probably never would, there is no reason for 
being discouraged. No doubt some of the present day ideas 
will eventually have to be modified, but, on the other hand, 
conclusions in so many cases that have been studied with the 
present conception of the vestibular mechanism, have been 
verified by autopsy or operation that one cannot help but be 
impressed that we have even today a fairly good working 
formula. Under no circumstances must it be understood 
that this type of examination is intended for general neu- 
rologic diagnosis. 

Replying to Dr. Lewy’s remarks about involvement of the 
soft palate, Dr. Fisher stated that he had mentioned this 
simply as something which at times might be helpful in dif- 
ferentiating between a central and peripheral lesion. 


GREENE COUNTY 
At the annual meeting of the Greene County Medical 
Society, held at Roodhouse, December 10, the follow- 
ing officers were elected for the ensuing year: presi- 
dent, C. R. Thomas, Roodhouse; vice-president, C. R. 
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Bates, Roodhouse; secretary-treasurer, W. T. Knox, 
White Hall; censors, F. N. McLaren, White Hall; H. 
W. Smith, Roodhouse. 

Dr. E. C. White, Springfield, a representative of the 
Division of Social Hygiene of the State Department 
of Public Health, was present, delivered an excellent 
lecture and presented motion pictures, one, the “Diag- 
nosis and Treatment of Syphilis” and the other, 
“Gonorrhea in the Male.” The lecture and pictures 
were well received and duly appreciated. 

Dr. Wm. H. Garrison of White Hall was elected to 
membership, by transfer from Champaign County. Dr, 
Harvey W. Garrison of Hillview was elected to mem- 
bership. 


LA SALLE COUNTY 
The La Salle County held its sixty-eighth annual 
meeting in Streator, at the City Hall, October 26, 
1920, and were the guests of the Streator Physicians 
Club at dinner. The following officers were elected 
for 1921: president, W. E. Coulter, Seneca; secretary- 
treasurer, E. E. Perisho, Streator. 


The following program was given: 


“Helpful Hints in the Care of Eye Disturbances.”— 
Dr. A. D. Johns, Ottawa. 

“Focal Infection and Its Relations to Diabetes.”— 
Dr. L. D. Howe, Streator. 

“President’s Address.”—Dr. H. M. Orr, La Salle. 

“Some Remarks on the Relationship of Psychology 
to Medicine.”—Dr. Ralph Hamill, Chicago. 

“Peritoneal Adhesions.” The value of various sub- 
stances which have been used to prevent peritoneal 
adhesions as determined by experiments on animals. 
Dr. Wm. R. Cubbins, Chicago. 

“The General Care of Cardiac Cases.”—Dr. Robt. 
B. Preble, Chicago. 


MADISON COUNTY 


Our November Meeting 

The Madison County Medical Society met in Ed- 
wardsville on November 5, 1920, with Dr. F. O. John- 
son, president, in the chair. 

Twenty-five members were present. 

The minutes of the last meeting were read and 
approved. The action of the officers in securing the 
services of Miss Alma Hurley, as seal sales manager, 
was approved and her appointment confirmed. 

Miss Helen A. Heighway was present and read 
her report for October which was ordered filed. 

Dr. Chas. H. Neilson, of St. Louis, read an instruc- 
tive paper on “Genesis of Neuroses,” which brought 
out quite an animated discussion. He was tendered 
a rising vote of thanks. 

Adjourned to meet in annual session in Alton on 
the first Friday in December. 


PEORIA CITY MEDICAL SOCIETY 
The Peoria City Medical Society met in regular 
session at the University Club, Peoria, IIl., December 
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21, 1920, at 8p. m. The president, Dr. W. A. Hinckle, 
presided. 

Officers for the coming year were elected as follows: 
president, Dr. John F. Sloan; first vice-president, Dr. 
Cc. G. Farnum; second vice president, Dr. W. B. 
Eicher; secretary-treasurer, Dr. S. H. Easton; dele- 
gate to the State Society, Dr. E. E. Nystrom; alternate 
delegate, Dr. J. H. Ulrich, all of Peoria; censor, three 
years, Dr. S. A. Smith, Chillicothe. 

The speaker of the evening was Dr. W. W. Cutter 
of Peoria, who read an excellent paper on “Meta- 
bolimetry.” 

A. J. Biicxenstarr, Secy.-Treas. 





ST. CLAIR COUNTY 


Our December Meeting 

The regular meeting of the St. Clair County Medical 
Society was held in the Chamber of Commerce raoms, 
Murphy Building, East St. Louis, Illinois, December 
2, 1920, 8:00 p. m. Eight members were present. 

Dr. Cables read a communication from the Amer- 
ican Red Cross, asking an explanation under what 
circumstances the East St. Louis physicians were 
opposing certain health services proposed by the Red 
Cross. This communication was discussed by all pres- 
ent and Doctors Lillie and McQuillan were delegated 
to forward a reply to this communication. 

Objections were offered to the present meeting 
place, on account of the gates being locked at 8:30 
p.m. After some discussion, Dr. Tharp moved, Dr. 
Gunn seconded, that the Society in the future meet in 
the office of the Health Commissioner in the City 
Hall. Carried. 

The members agreed to have the regular January 
meeting on Thursday prior to the banquet, for the 
election of officers, and that an invitation be extended 
Dr. L. C. Taylor of Springfield to address the Society 
at this meeting. 

No further business appearing, the Society ad- 
journed. 

Watter WitnHeLMy, Secretary. 


UNION COUNTY 


The Union County Medical Society met at the 
Stinson Memorial Library, Anna, Illinois, on Thurs- 
day, December 9, 1920, at 7:30 p. m. The president 
being absent the meeting was called to order by the 
vice-president, Dr. W. J. Benner. 

Ten members and seven visitors were present. 

After some discussion motion was made and car- 
ried that the Union County Medical Society endorse 
the retention of Dr. C. St. Clair Drake on the State 
3oard of Health. 

Dr. W. E. Lingle not being present with his paper 
the Society turned the floor over to Dr. W. F. Grin- 
stead, president of the State Society, who spoke on 
“The County Medical Society.” Discussion led by 
Dr. L. D. Keith. 


BOOK NOTICES 101 


Drs. S. C. Martin, E. V. Hale and W. F. Grinstead 
discussed the Compulsory Health Insurance. 

Dr. C. H. Diehl, who was formerly a member of 
this Society, was invited to give an address to the 
members. 

Adjourned. 

E. V. Hate, Secretary. 





Book Reviews 


History AND BIBLIOGRAPHY oF ANATOMIC ILLUSTRA- 
TION IN Its RELATION TO ANATOMIC SCIENCE AND 
THE GrapHic Arts. By Ludwig Choulant. About 
450 pages, Royal 8 vo., cloth. With one hundred 
illustrations. Translated and edited with notes and 
biography by Mortimer Frank, B.S., M.D., Uni- 
versity of Chicago Press, Chicago, Illinois. Price 
$10.00 net. 


To this translation, Dr. Frank has added an ex- 
haustive account of the researches made by Sudhoff 
and others on the recently investigated medieval 
manuscripts. There are also two supplementary 
sections on “Sculpture and Painting as Modes of 
Anatomic Illustration” and “Anatomic IIlustration 
since the Time of Choulant.” Many new illustrations 
have been added. This modernized version of Chou- 
lant is now published by The University of Chicago 
Press in the belief that it will prove an indispensable 
guidebook and coursebook to anatomists, medical his- 


torians and art students and that it will find its place 
on the reference shelves of all medical and public 
libraries, anatomical departments of universities, art 
institutes and art schools. 


PracticaL Dietetics with reference to diet in health 
and disease by Alida Frances Pattee. Thirteenth 
edition. Revised. 12 mo. Cloth 543 pages. A. F. 
Pattee, Publisher. Mt. Vernon, New York. Price 
2.25. 


This book deals with the preparation of appropriate 
food for the sick and convalescent, giving in detail 
the method of preparing and administering liquid, 
semi-liquid, and solid nourishment. In each instance 
the total energy value of each recipe has been given, - 
also a complete table of “Food Values,” giving the 
calories for both “large” and “individual servings” 
of the various foodstuffs. 


Syenitis, By Loyd Thompson, Ph.B., M. D., Illus- 
trated with 81 engravings and 7 plates. Second edi- 
tion, thoroughly revised. Philadelphia and New 
York. Lea & Febiger, 1920. Price $7.00. 


This is an excellent work of 477 pages. A goodly 
portion of the work is devoted to diagnosis and treat- 
ment. The chapter on laboratory diagnosis is very 
exhaustive and will be found very convenient as an 
aid to the general practitioner as well as the specialist 
in the treatment of syphilis. This edition is a great 
improvement on the previous one written three years 
ago. 
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Tue EssentiAts or HistococGy Descriptive AND Prac- 
TICAL FOR THE Use oF StupENTsS BY Sir Epwarp 
Suarpey ScHAeFer, F.R.S. Eleventh edition. Phila- 
delphia and New York. Lea & Febiger, 1920. Price, 
$4.50. 

This book is intended as an elementary text book 
of histology comprising the essential facts of the sci- 
ence. The work is concise and brought up to date. 


A Manvat or Patuotocy. By Guthrie McConnell, 
M.D., Associate in Pathology Western Reserve Uni- 
versity, Medical School, Cleveland, Ohio. Fourth 
edition, thoroughly revised. 12 mo., volume of 611 
pages, with 18 illustrations. Philadelphia and Lon- 
don. W. B. Saunders Company, 1920. Cloth $4.50 
net. 


The fact that this is the fourth edition shows an 
increasing demand for this work. The author states 
that the work is not intended to take the place of more 
voluminous text books on Pathology, but that it shall 
enable the student especially to rapidly acquire the 
salient points of the subject. To this end the author 
has sought brevity, and at the same time has tried 
not to sacrifice clearness in the exposition of the 
material. 


Pustic HEALTH 
eminent authors. 
Illustrated with 123 engravings. 
New York. Lea & Febiger, 1920. 


AND Hyciene. In contributions by 

Edited by William Hallock Park. 

Philadelphia and 
Price $10.00. 


This is a work of 884 pages. Twenty-four authori- 


ties have contributed to this volume. The great im- 
portance of public health warrants the bringing out of 
_a work like this. The work is intended for public 
health officials, physicians and medical students and 
each contributor has tried to make his section as prac- 
tical as possible and to utilize to the full his own 
personal experience. This is a very practical work 
and should be in the library of every public health 
official as well as persons interested in public health 
generally. 


PracticAL Preventive Mepicine. By Mark F. Boyd, 
M.D., C.P.H., Professor of Bacteriology and Preven- 
tive Medicine in the Medical Department of the 
University of Texas. Octavo volume of 352 pages 
with 135 illustrations. Philadelphia and London. 
W. B. Saunders Company, 1920. Cloth, $4.00 net. 


This work is intended to briefly present the salient 
features of modern preventive medicine. The work 
attempts to cover the entire field and necessarily in 
a book of 351 pages great condensations of subjects 
matter has been effected. The author states his belief 
that this work represents the minimum knowledge of 
the subject which a student of medicine or a prac- 
titioner of medicine should be expected to possess. 


LaporaTory MANUAL OF THE TECHNIC OF Basat 
Metapotic Rate DeteRMINATIONS. By Walter M. 
Boothby, M.D., and Irene Sandiford, Ph.D. Section 
on Clinical Metabolism. The Mayo Clinic, Roches- 
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ter, Minnesota, and The Mayor Foundation, Uni 
versity of Minnesota. Octavo volume of 117 pages 
with 11 Tables and Charts of explanation. Phila- 
delphia and London. W. B. Saunders Company 
1920, Cloth, $5.00 net. 


This is an excellent work of 117 pages; will be 
found useful in every day clinical application. The 
book is well worth the money. 


Surcery. Its principles and practice for students ani 
practitioners. By Astley Paston Cooper Ashhursi, 
A.B., M.D., F.A.C.S. Second edition. Thorough], 
revised with 14 colored plates and 1,129 illustra 
tions in the text mostly original. Philadelphia ani 
New York. Lea & Febiger, 1920. Price $10.00. 


The work is strictly up-to-date. Much of the book 
has been rewritten. The author gives the benefit o: 
his services in the American Expeditionary Forces 
The chapter on gun shot wounds has been entire) 
rewritten, as have also the sections and other chap 
ters dealing with shock, infected wounds, surgery 
of the pancreas, etc. The work is well worth th 
money. 


PRINCIPLES OF BIOCHEMISTRY FOR STUDENTS OF MeEpi 
CINE, AGRICULTURE AND RevLatep Sciences. By 17 
Brailsford Robertson, Ph.D., D.Sc. Illustrated wit! 
49 engravings. Philadelphia and New York. Lea 
& Febiger, 1920. Price $8.00. 

In writing this book the author aims to present 
the subject of biochemistry in close relation to physi- 
ology, so that the student may perceive the intimate 
dependence .of these two sciences upon one another. 
Emphasis has been placed upon the practical appli- 
cations of biochemistry to the practice of medicin 
to industries and to general biology. The work meets 
thoroughly the purpose for which it was written. 


CHEMICAL PatHoLocy. Being a Discussion of Genera! 
Pathology from the Standpoint of the Chemica! 
Processes Involved. By H. Gideon Wells, Ph.D., 
M.D., Professor of Pathology in the University o: 
Chicago, and in the Rush Medical College, Chicago 
Fourth edition, revised and reset. Octavo of 695 
pages. Philadelphia and London. W. B. Saunders 
Company, 1920. Cloth, $7.00 net. 


This is the fourth edition of this work coming out 
in quite rapid succession showing a great demand for 
the work. While the general plan of the work has 
not been changed, the work has undergone exten 
sive revision. Nutritional factors that are essentia! 
to growth and repair has received a chapter in thx 
form of new matter. Anaphylaxis and Allergy ha- 
received special consideration in this volume. 


Heart AFFECTIONS, THEIR RECOGNHTION AND TREAT- 
MENT. By S. Calvin Smith, M. S., M. D. I!lustrated. 
Philadelphia: F. A. Davis Company. 1920. Price, 
$5.50 net. 

This is a carefully written book of 440 pages; 2° 
chapters and 83 illustrations. The book is written 
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from the standpoint that the author does not pre- 
suppose a knowledge of the subject and that strives 
‘o encompass in small volume sufficient fundamentals 
of anatomy, physiology, pathology, diagnosis and 
treatment to give the busy physician a working knowl- 
-dee of the more recent advances in studies of the 
heart. This work will be found valuable to students, 
diagnosticians and internes. 


wiv CoLLtectep Pavers of THE Mayo Ctirnic, Roches- 
ter, Minn. Octavo of 1331 pages, 490 illustrations. 
Philadelphia and London: W. B. Saunders Com- 
pany. Cloth $12.00 net 
This work has been divided into nine subdivi- 
as follows: Alimentary Canal; Urogenital 
Organs; Heart; Blood; Skin and Syphilis; Head, 
Tronk and Extremities; Nerves; Operative Technic; 
General Subjects. This volume is up to the standard 
of previous ones; it should prove a valuable asset to 
physicians and surgeons. 


s.Olis, 


Ture RapriocRaPHy oF THE CHeEsT. Volume I, Pul- 
monary Tuberculosis with 9 lined diagrams and 
vy radiograms. By Walker Overend, M. A., 
\\. D., St. Louis. C. V. Mosby Company, 1929. 
l’rice $5.00. 
this work is divided into 9 chapters, is well 

illustrated in view of the increasing interest of 

radiography in the diagnosis of diseases of the 
chest. This work is very timely. It should be in 


the library of every physician who treats pulmonary 
diseases. 


Ps\ (HOPATHOLOGY. 
illustrations. St. 
1920. Price $9.50. 


Chis book is written from the standpoint of 
giving a clear insight into human nature to the end 
that problems of abnormal behavior may be more 
readily appreciated by physicians, police courts, 
prisons and asylums, naval organizations, etc., an 
enormous amount of valuable clinical data is pre- 
sented dealing with delusions, hallucinations, sym- 
bo!s, symptoms, defense and compensatory methods 
of thinking different types and causes of inferiori- 
ties. This work comes up to the expectation of the 
author and is worth the money. 


By Edward J. Kempf, M. D. 87 


Louis: C. V. Mosby Company, 


Tue Enpocrrnes. By Samuel Wyllis Bandler, M. D., 
tr. A. C. S., Professor of Gynecology in the New 
‘ork Post-Graduate School and _ Hospital. 
Octavo of 486 pages. Philadelphia and London: 
\. B. Saunders Company, 1920. Cloth, $7.00 net. 
The author shows that heredity is the most 

profound factor in life, that the development of 

tissues and structures of the body and the proper 
functioning of the various structures and tissues 
are all intimately connected with the work of the 
ductless glands, and that the function of all impor- 
tant autonomic nervous systems depends. much, 
if not entirely on a proper balance of the endocrine 
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system. The work is up-to-date and is one of the 
best books on this important subject. 


THe Form anp FuNcTIONS OF THE CENTRAL NERVOUS 
System. An introduction to the study of nervous 
Diseases. By Frederick Tilney, M. D., Ph. D. 
and Henry Alsop Riley, A. M., M. D., with fore- 
word by George S. Huntington Sc. D.. M. D. 
591 figures containing 763 illustrations of which 
56 are colored. New York: Paul B. Hoeber, 
1921. Price $12.00. 

This is a voluminous work containing 1020 pages, 
50 chapters. It is the most thorough work of this 
kind in existence. Indeed it is the only work which 
shows the clinical and physiological interpretation 
of the brain of the spinal cord in a manner ade- 
quate to the requirements of practical application. 
The work should be in the library of every student 
and teacher of nervous diseases. 


PuysioLocGy AND PATHOLOGY OF THE CEREBROSPINAL 
Fiumw. By William Boyd. New York: MacMillan 
Company, 1920. 

This is a work of 176 pages, 20 chapters, 5 black 
and white illustrations, 6 colored plates. The author 
attempts in this volume to present some of the fasc- 


inating physiological problems connected with the 
Cerebrospinal Fluid and to show how they are re- 
lated to the pathological problems which more di- 
rectly concern the clinician. 


THe Community HEALTH Prostem. By Athel Camp- 
bell Burnham, M. D., New York: The MacMillan 
Company, 1920. 

In this work the author has attempted to cover 
the literature dealing with what has come to be 
known as a community health movment and its 
relations to the modern conception of social medi- 
cine. 


Tue Major Symptom or Hysteria. 15 lectures given 
in the medical school of Harvard University. By 
Pierre Janet, Ph. D., M. D.. New York: Mac- 
Millan Company, 1920. 

This is the second edition of this work. In this 
volume the author attempts to show that certain 
notions set forth in these lectures of 1906 have spread 
very much since that date and have played a great 
part in the interpretation of hysteria. 


Hyqiene or CommunicasLce Diseases. A hand book 
for sanitarians, medical officers of the army and 
navy and general practitioners. By Francis M. 
Munson, M. D. Illustrated. New York: Paul B. 
Hoeber. Price $5.50. 


The aim of this manual is to present in a con- 
cise and readily accessible form the information 


now available concerning epidemiology and the 
management of the communicable diseases. 


How to Repuct ann How to Gain. By William S. 
Sadler, M. D., and Lena Kellogg Sadler, M. D. 
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Illustrated. Chicago: 
pany, 1920. 


A. C. McClurg & Com- 


The title of the work is self explanatory. It 
treats of how to reduce and how to gain and the 
methods to be followed in order to bring about 
this ideal result. 


Paracetsus. His personality and influence as physi- 
cian, chemist and reformer. By John Maxson 
Stillman. Chicago and London: Open Court 
Publishing Company. Price $2.00. 


So much has been said for and against Para- 
celsus that the problem of separating myth from 
fact in his life history is very commendatory. 
Recently there has been brought to bear a large 
amount of scholarly research, notably by German 
writers, for important contributions to the life story 
we are particularly indebted to the research of 
Carl Aberle, Ed. Schubert and Carl Sudhoff, Ray- 
mond Netzhammer, R. Julius Hartman, and Franz 
Strunz. For the partial solution of the problem of 
the authenticity of the works attributed to Para- 
celsus, we are chiefly indebted to the monumen- 
tal critical bibliography of the printed books 
and manuscripts by Carl Sudhoff, the result of 
many years of exhaustive study of the collection 
accessible in the libraries of Europe. 

To the work of these scholars and to other stu- 
dents of the work of Paracelsus, and to authorities 
on the early history of medicine and other sciences 
during the past half century, we are indebted for a 
new and better understanding of the personality, ac- 
complishments and influence of the original nad ec- 
centric Swiss physician and philosopher. 


Nitrous OxitpeE OxyGEN AND ANALGESIA AND ANAES- 
THESIA IN NorMAL LazBor AND OPERATIVE OBSTET- 
trics. A monograph prepared for the benefit of all 
those concerned in safer and more efficient ob- 
stetrics and Anaesthesia published by the Na- 
tional Anaesthesia Research Society, 16 E. Broad 
St., Columbus, Ohio. 


The Society believes that it has here the very 
last word in the scientific literature of the subject 
covered, Professional men will find the appendix 
of references particularly helpful. Every detail has 
been carefully worked out with a view to giving the 
profession what it wants and needs in the most 
readily acceptable type and in the most definite 
form. 


Tue Surcicat Cuinics or Cuicaco. Volume IV 
Number V (October, 1920). Octavo of 223 pages, 
45 illustrations. Philadelphia and London. W. B. 
Saunders Company, 1920. Published Bi-Monthly. 
Price per year, paper, $12.00; cloth, $16.00 net. 
This work gives the clinics of Drs. Speed, Carl 

Beck, A. J. Ochsner, Dyas, Moorehead, Cornell, 

Moody, Shambaugh, and others. It is up to the 

standard of previous numbers. 
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Diasetes. A handbook for physicians and their pa- 
tients. By Philip Horowitz, M. D., with 27 text 
illustrations and 2 colored plates. New York. Pay! 
B. Hoeber. Price $2.00. 


This is a small work of 183 pages intended by the 
author to bring about more intelligent co-operation 
between doctor and patient. The work treats of 
various forms of diabetes and gives the menus, recipes 
and tables to be used in the care of this disease. 


THe SysTEMATIC TREATMENT OF GONORRHEA IN THE 
Mate, By Normand Lumb. O.B.E. Second edi- 
tion. Philadelphia and New York. Lea & Febiger, 
1920. Price $1.75. 


In this little work of 120 pages, the author has 
attempted to include the most recent development in 
examination and treatment of the disease without 
materially increasing the size of the previous edition. 





RECOVERY FROM FIFTEEN GRAINS OF C0- 
CAINE BY THE MOUTH 


Bonjour of Lausanne reports in the Revue médicale 
de la Suisse romande for June, 1920, xli, 6, the case 
of a homosexual man aged 25 who out of spite 
against some person not named swallowed the con- 
tents of a gram bottle of cocaine. As he was em- 
ployed in a laboratory there was no trouble in get- 
ting the drug. The dose was swallowed at 11 p. m. 
During the night there was total insomnia and mild 
agitation with diminution of general sensibility, both 
superficial and deep. The lower extremities had a 
dead feel. At 8 a. m. he was weak and ill and sum- 
moned the author. Two hours later he dressed and 
went to his office. The symptoms were remarkably 
mild, the pulse being apparently normal. There was 
no elevation of blood pressure from vaso-constric- 
tion; there was no “cocaine jag” and no increased 
reflex activity such as is common among snuffers. 
There had been no convulsive stage with subsequent 
motor paralysis. The sole symptoms were agitation 
and hypestnesia. There was no irregularity of the 
pulse, no ultimate lowering of tension; in fact, the 
symptoms agreed with those which follow the in- 
gestion of small doses—Dr. Renoul. 





HUMAN AND BOVINE TUBERCULOSIS ARE 
SEPARATE AND DISTINCT DISEASES 


An ATTENUATED TUBERCLE VACCINE 


Raw,* the distinguished tuberculosis specialist at 
Liverpool, thinks that human and bovine tuberculosis 
are separate and distinct diseases, but that the human 
body is susceptible to both, especially to bovine tuber- 


culosis in the early periods of life. The two diseases 
are so rarely seen in the same subject that there are 
strong grounds for presuming that they are antago- 
nistic to each other and that bovine tuberculosis may 


*British Medical Journal, April 17, 1920. 
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confer an immunity against human tuberculosis and 
vice versa. 

Possessed of this idea Raw has secured nonvirulent 
cultures of both human and bovine bacilli. From these 
he prepares separate tuberculins. Cases of glandular 
tuberculosis, and all tuberculosis in children, which is 
evidently of bovine origin, he treats with the tubercu- 
lin made from the human type, while, on the other 
hand, cases of pulmonary tuberculosis, due to the 
human type, he treats with tuberculin made from the 
bovine type. He says that tuberculin should always 
be prepared and used within a week; that it should 
be given in graduated and increasing doses at intervals 
of seven days; that acute reactions are not neces- 
sary; that not less than twelve injections should be 
given at intervals of one week, and that the most 
favorable cases for treatment are local lesions, but 
early cases of pulmonary tuberculosis may be limited 
and a further spread to other parts of the lungs pre- 
vented.—J. of L. & C. M. 





FATAL CASES OF MENINGITIS WITH GLY- 
COSURIA AND NORMAL PANCREAS 


Masary reports three cases of fatal cerebrospinal 
meningitis characterized by a constantly increasing 
percentage of glycosuria. The autopsies all showed 
inflammation of the third and fourth ventricle to- 
gether with the typical lesions of cerebrospinal menin- 
gitis. In all three cases the pancreas and other 
organs were normal. Masary suggests that glycosuria 
in cases of cerebro-spinal meningitis should suggest 
invasion of the third and fourth ventricles. (Bull. 
de l’'Acad. de Med. de Paris, June 10, 1919.) 





ROBBING THE MEDICAL PROFESSION THE 
FAVORITE INDOOR PASTIME 

Last year, the 46 hospitals in New York not main- 
tained by the city, report that they provided 600,000 
persons with free treatment for a total of 1,203,728 
treatments, for which neither the beneficiary nor the 
city paid a cent. Many other cities report similar 
conditions. If statistics were available from the 
clinics and hospitals of the entire country, they would 
show that despite universal employment at the high- 
est wages the world has ever known in the history of 
man, that from 3,000,000 to 5,000,000 inhabitants ot 
this Utopian nation last year beat the doctor out of 
his bread and butter by seeking and receiving free 
medical and surgical treatment at these dispensaries 
of medical and surgical charity. Figuring an average 
of two treatments to a case at only $1 a treatment, 
we have lost $5,000,000 to $8,000,000 we ought to have 
had. No other business or profession in the world 
would stand this leakage for one month without mak- 
ing a concerted effort to check it, and we do scarcely 
a thing. We surely are strange folks. 





THE RESPONSIBLE- PARTY IF PROHIBITION 
IS KILLED 


Michael Angelo was pinched on the streets of 
Bologna one day because he neglected to place a seal 
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of red wax on his thumb to indicate that he was 
a stranger within its gates. The raids made by Pro- 
hibition agents on the private homes of citizens of 
Chicago and elsewhere last month in search of liquor 
stocks for medicinal and social uses, foreshadows the 
day—unless checked by legislative changes in the 
prohibition act—when all of us will have to wear wax 
on our ears or blinkers on our eyes to prove that we 
have been assayed and found free from contraband. 
If prohibition is killed, the zealots who invade private 
homes and the privacy of railroad berths will be re- 
sponsible for it. 


GOOD ADVICE IN THE PRACTICE OF 
MEDICINE 

First and foremost is the tendency * * * to re- 
gard all sick people as cases instead of individuals, to 
ignore idiosyncracies, * * * to run all suffering 
humanity into one mould; in others words, to put 
sympathy for the individual on one side. Sir William 
Gull said, “In the Medical School you will be taught 
to classify everything and give a name to everything, 
but you will never be successful general practitioners 
unless you can cast this tendency behind you. You 
must never treat a case of pneumonia, but always John 
Jones or Mary Robinson, who presents to you a cer- 
tain complex of symptoms which carries your mind's 
eye to a certain pathological condition in the lungs, 
and, if you are wise, you will probably treat John 
Jones on totally different lines to Mary Robinson. 
You will almost to a certainty have to give the disease 
a name for the benefit of the patient’s friends, but put 
that name clean out of your heads as physicians. 
Think only of the individual.”—South African Medical 
Record. 








ALCOHOL AS A NERVE STIMULATOR 

Dr. W. H. Porter, New York Medical Journal, 
April 3, 1920, says: Clinical observation has convinced 
Porter that many lives have been saved by the proper 
use of alcohol. He considered it to be a great mis- 
take to drop so valuable an agent from the pharma- 
copica—an agent whose action is so definitely known.— 
J. A. M. A. 





Howe says: “We are building our democracy 
on men, and developing our cities on a human 
rather than a property basis.” And this means 
that the comfort, safety and health of a people 
are of more importance than are property inter- 
ests, though both must needs be conserved. 





Rapid eating means overeating and this means 
overtaxing of the stomach. Result: Indigestion, 
lots of discomfort and doctor’s bills. 





Intensive crop culture pays big dividends on 
the time and money expended. Then why not 
intensive care and culture for the child ?—Bul- 
letin Chicago School of Sanitary Instruction. 
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SPROUTED SEEDS PREVENT SCURVY 

The Chinese have long made use of sprouted 
seeds in the form of salad, and combined with 
vegetables in various ways. Sprouted soy beans 
is one of the constituents of the famous chop 
suey. Recently Chick and Delf, of London, have 
made a study of the comparative value of dry and 
sprouted peas and lentils in preventing scurvy. 
They found that these seeds when soaked twenty- 
four hours in water and then sprouted forty- 
eight hours at room temperature, were five or 
six times as active as dry seeds in preventing 
scurvy, and in this respect compared well with 
many fresh vegetables. 

So small a quantity as one and one-fourth 
grams of the sprouted seeds was found sufficient 
to prevent scurvy in guinea pigs. This amount 
is somewhat greater than the amount of raw 
turnip or cabbage, fresh orange juice or lemon 
juice, but is less than the raw carrot or beet root 
required. 

The antiscorbutic power of germinated seeds 
is considerably lessened by boiling. 

A very good salad can be prepared from 
sprouted soy bean seeds which have been allowed 
to grow to the length of about an inch. Sprouted 
soy bean seeds also add an excellent quality to 
vegetable soups. The property which these seeds 
have for producing highly valuable vitamines 
makes very desirable the encouragement, in this 
country, of sprouting seeds for culinary purposes. 
—(iood Health. 





Some people spend hours looking forward to 
a good dinner, and then after they have had it, 
spend several more hours regretting it. 





It is as important that our bodies be kept clean 
and sanitary, as it is to maintain clean and san- 
itary conditions in and about our homes. 





It is natural for a child to play as it is to 
breathe. Boys and girls will run, jump, climb 
and yell, because their natural instincts prompt 
them to do the things which will promote phys- 
ical development. 





Passsnsle 


Dr. M. J. Kalowsky of Waukegan has had his 
name changed officially to “Kaye.” 


Dr. P. F. Roberts of Kewanee has been elected 
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commander of the Kewanee Post of the America) 
Legion. 


Dr. J. W. Pettit of Ottawa held a free clini, 
at the Public Dispensary in Pekin, December 1). 
and gave an address on tuberculosis work. 


Dr. A. J. Dalton, who has been located at S: 
Joseph, Ill., for the past thirteen years, is nov 
located at 509 Robeson building, Champaign, 11). 


Dr. Samuel L. Thorpe of Clinton has bee: 
commissioned captain in the Medical Corps, U. » 
Army, and has been assigned to service at For 
Sheridan. 


Dr. Philip Schuyler Doane of Chicago has re 
moved to Pasadena, Cal. Office address, Con 
solidated Realty Building; residence, 761 Pros 
pect boulevard. 


Dr. L. H. Hayes of Alton is said to have bee 
expelled from membership in Alton Post of the 
Loyal Legion on account of fees charged for the 
treatment of former service men. 


Lt. Overton Brooks, M. C., U. S. N. R. 1 
Recalled to active duty aboard U. 8. S. Frederick. 
Philadelphia, Penn; for training cruise to Pan- 
ama and West Coast, to be absent two months 


Professor W. M. Pacella, who claimed a dis- 
covery that would cure “tuberculosis of the bon: 
and of the glands, and theoretically cancer. 
phthisis and leprosy,” is said to have lost his fig!t 
in the state supreme court to obtain a license 1» 
practice medicine in this state. 


Dr. Ethan A. Gray, superintendent of the Chi- 
cago Fresh Air Hospital, has been engaged }) 
the LaSalle County Tuberculosis Sanitarium 
Board to conduct the monthly clinic, to investi- 
gate the work of the sanitarium, and to mak: 
recommendations for improving the care of thie 
patients. 


Dr. John Dill Robertson, Commissioner 
Health of Chicago, has appointed Dr. Lee Aley- 
ander Stone, Surgeon (R.) U. S. Public Healt!) 
Service and formerly Regional consultant on Ve: 
ereal Disease Control Work and Social Hygier 
for the P. H. S. in Illinois, Indiana, Michiga» 
and Wisconsin, to the position of Chief of the 
Bureau of Hospitals, Social and Industrial Hy- 
giene, Chicago Department of Health. Dr. Ston: 
began work January Ist. 
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News Notes 


—The Illinois section of the American Col- 
lege of Surgeons held its first meeting in Peoria, 
December 16-18. 

—The North Central Illinois Medical Asso- 
cation held its forty-seventh annual meeting in 
Bloomington, December 7 and 8. 

—Physicians interested in the study of tuber- 
culosis met, December 16, for the purpose of or- 
ganizing a special society to be known as the 
Chicago Tuberculosis Society. 

—A report from the director of the Depart- 
ment of Registration and Education of Illinois 
states that reciprocal relations in medical licen- 
sure have ‘been established between Ilinois and 
New York. 

—The state department of health has estab- 
lished a branch laboratory at Ottawa, in charge 
of Dr. Roswell T. Pettit, to be known as the 
north central laboratory. Other branches have 
already been established in Galesburg, Carbon- 
dale and Danville. 


—The medical staff of Passavant Hospital, 


Jacksonville, elected the following officers: Presi- 
dent, Dr. David W. Reid ; dean of training school, 
Dr. H. C. Woltman; secretary, Dr. T. O. Hard- 
esty; Drs. Walter L. Frank and Dr. Woltman 
were recommended as candidates for trustee. 

—H. C. Selby of 5158 South Wabash avenue, 
Chicago, was arrested by the Department of 
Registration and Education of Illinois, charged 
with a violation of the medical practice act, for 
which he was fined $25 and costs, November 30. 
A second count was dismissed on his promise to 
discontinue the circulation of advertising litera- 
ture, 

—The management of the Oconomowoc Health 
Resort announce the opening of two new build- 
ings. One is for chronic nervous cases, and the 
other is an isolated building for “Rest Cure” 
patients. The latter units conform in construc- 
tion to the previous ones, being absolutely fire- 
proof. The classification of patients is complete 
in every respect. 

~-At a meeting of the north side branch of the 
Chicago Medical Society, held Thursday night, 
December 2, the cross of an officer of the Order 
of Leopold II was awarded to Drs. Frank Bill- 
ings and L. L. McArthur in recognition of their 
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work for the cause of Belgium and humanity 
during the World War. Dr. Cyrille Vermeren,, 
Belgian consul in Chicago, made the presenta- 
tion. 


—The Chicago Community Trust announces 
the appointment of a medical plan commission 
under whose auspices there will be undertaken 
at once a study of the local institutional facilities 
devoted to the treatment of the sick and disabled. 
The commission is headed by Dr. James B. Her- 
rick, and includes a number of representative 
physicians and institutional and social workers. 
The sum of $15,000 has been set aside for this 
purpose. 

—At a meeting of the board of governors of 
the Institute of Medicine the following officers 
were elected for 1920-1921: President, George 
H. Simmons ; vice-president, C. Judson Herrick ; 
chairman of the board of governors, L. Hektoen ; 
secretary, E. E. Irons; treasurer, J. A. Capps. 
At the annual meeting, December 7, Dr. Thomas 
L.. Gilmer delivered the presidential address on 
“The Relation of Diseases of the Teeth to Sys- 
temic Diseases” and Dr. Charles B. Reed spoke 
on “The Literary Effect of Hunger.” Drs. D. J. 
Davis, Samuel J. Walker, J. G. Wilson and 
Arthur I. Kendall were elected governors. 


—According to a recent ruling of Judge Joseph 
Sabath of the superior court, the health commis- 
sioner has a legal right to order the arbitrary 
quarantine of any individual declared by medi- 
cal experts to be a carrier of typhoid bacilli. The 
ruling was given in the case of Mrs. George A. 
Barramore on a hearing for a writ of habeas 
corpus, proceedings for which were instituted by 
Attorney Clarence Darrow for the American 
Medical Liberty League, to gain her liberty from 
the County Hospital, where she was placed in 
quarantine by order of the health commissioner. 
The source of infection in five cases of typhoid 
fever had been traced to Mrs. Barramore; four 
of the patients were boarders at her home, the 
other was her son. The first case occurred in 
June, 1915, the second in July, 1918; two cases 
developed in July, 1919, and the fifth case oc- 
curred early in September, 1919. The court 
recognized that there is more danger of the 
spread of the disease through a carrier than 
through a bedridden patient, owing to the greater 
possibility of contact with others. The decision 
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acknowledges the commissioner’s legal right to 
take any steps deemed necessary to preserve the 
health of the community. 





Marriages 


Harry GeorcE Leon to Miss Anna Landis, 
both of Chicago, August 29. 


Rosert G. Savace to Miss Edith Lavin, both 
of Oak Park, Ill., November 10. 


Ray McKintey Drx to Miss Olive Genevra 
Dickson, both of Chicago, recently. 


SaMUEL Beck HerpMAN, Taylorville, to Miss 
Ara Large of Decatur, December 9. 


JacoB J. MENDELSOHN to Miss Grace Helen 
Kamerman, both of Chicago, August 15. 


WILLIAM GeorcE Epstein, Chicago, to Miss 
Florence Virginia Simpson of Wheaton, IIl., re- 
cently. 





Deaths 


RANDOLPH Foster Bryant, Chicago; Eclectic Medi- 
cal Institute, Cincinnati, 1869; aged 72; died, Novem- 
ber 11, from arteriosclerosis. 


Rosert H. Porter, Chicago; Cincinnati College of 
Medicine and Surgery, 1874; aged 76; died, December 
1, from carcinoma of the liver. 

Joun Dennison Cort, Litchfield, Ill.; Western Re- 
serve University, Cleveland, 1865; aged 80; a veteran 
of the Civil War; died, November 2. 


Oscar Boone Epmonson, Peoria, Ill.; University of 
Illinois, Chicago, 1907; aged 44; assistant physician of 
Peoria County; died, November 12, from diabetes. 


Tuomas Henry Downton, Chicago; Northwestern 
University Medical School, 1910; aged 48; died, No- 
vember 23, from injuries received when struck by a 
street car. 


Bernarp S. Peck, Galva, IIl.; Jefferson Medical Col- 
lege, 1872; aged 75; one of the founders of the Galva 
State Bank; died, November 21, from cerebral 
hemorrhage. 


THOMAS JEFFERSON Pitner, Jacksonville, Ill.; Col- 
lege of Physicians and Surgeons in the City of New 
York, 1869; aged 78; a practitioner for fifty years; 
died, December 3. 


Jerem1An D. Donovan, Lovington, Ill.; University 
of Louisville, Ky., 1868; aged 84; died, December 6. 
Dr. Donovan is survived by nine sons, seven or whom 
are physicians. 


JosepH Enwin Hite, Kansas, Ill.; University of 
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Pennsylvania, 1885; aged 62; for thirty years a prac- 
titioner of Kansas; died suddenly, December 4, from 
organic heart disease. 


Casey Sims, Morton, IIl.; Chicago College of Medi- 
cine and Surgery, 1914; aged 32; was instantly killed, 
December 1, when the automobile in which he was 
riding struck a ditch and overturned. 


James B. Brarr, Decatur, Ill.; University of Louis- 
ville, Ky., 1910; aged 37; was instantly killed, Septem- 
ber 18, near Lafayette, Ind., when the automobile in 
which he was riding fell over an embankment and 
overturned. 


Fitrpp Kretsst, Chicago: University of Vienna, 
Austria, 1885; aged 61; a specialist in urology; a mem- 
ber of the American Urological Association; professor 
of genito-urinary surgery in Loyola University, Chi- 
cago; died, November 23, from endocarditis. 


Freperick H. Bates, Elmhurst, Ill., Rush Medical 
College, 1878; aged 63; surgeon for the Chicago and 
Northwestern, Illinois Central, and Aurora, Elgin and 
Chicago Electric railroads; at one time a member of 
the school board of Elmhurst; died in Biloxi, Miss., 
November 27. 


NatHan Situ Davis, Chicago, son of the illus- 
trious founder of the American Medical Association, 
died in California, December 21, after a long illness 
from lymphosarcoma, aged 62. Dr. Davis was gradu- 
ated from the Chicago Medical College in 1883, and 
early began a teaching career as associate professor 
of pathology in his alma mater, holding this position 
from 1884 to 1886. He later became professor of the 
principles and practice of medicine and clinical medi- 
cine in the Northwestern University Medical School 
which succeeded the old Chicago Medical College. For 
some years he served also as dean. In association 
with his teaching position he was attending physician 
to Mercy, Wesley and St. Luke’s hospitals. Dr. Davis 
showed great interest in the improving of the pharma- 
copeia, acting as vice president of the U. S. Phar- 
macopeial Convention, 1910-1920, and contributing 
many articles to medical literature on this subject. 
He served the American Medical Association in sev- 
eral capacities, acting as secretary of the Section on 
Practice of Medicine in 1887, as chairman of the Sec- 
tion on Pharmacology and Therapeutics in 1900, and 
as a member of the House of Delegates in 1902 and 
1903. His interests were broad, including member- 
ship in the Ninth International Medical Congress and 
Pan American Congress, several offices in the Illinois 
State Medical Society, chairmanship of the board of 
scientific governors of the Chicago Academy of 
Sciences, and membership in the Chicago Neurological 
Society, the Chicago Pathological Society and the In- 
stitute of Medicine of Chicago. Several years ago, 
failing health compelled his retirement from practice 
and ultimately necessitated removal of his residence 
from Chicago to California. However, even during his 
declining years he kept up an active interest in medical 
progress. 
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